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granuloma inguinale, climatic bubo, sub- 
acute lymphogranulomatosis, lymphopathia vene- 
rea and the sixth venereal disease for the title of a 
genitoinfectious disease which is supposed to be 
tropical in origin and usually observed in the col- 
ored race. These titles suggest the confusion 
in the clinical definition that existed until 1925, 
when the exact diagnosis of the disease was 
made _ possible the specific intradermal test 
discovered by Frei,’ of Hamburg. If we accept 
syphilis, gonorrhea, chancroid (ulcus molle) gran- 
uloma inguinale and Vincent’s infection as the 
first five genitoinfectious diseases, then lympho- 
granuloma inguinale becomes the sixth. The term 
lymphopathia venerea has been suggested by Wolt 
and Sulzberger® and, as they pointed out, this 
name clearly distinguishes the disease from granu- 
loma inguinale and at the same time indicates 
the generalized character of the infection. The 
use of the word venerea in a title seems objection- 
able, however, and a desirable term remains to 
be chosen. 

In the past 3 years at the Massachusetts Gen- 
eral Hospital and in private practice we have seen 
the several manifestations of lymphogranuloma 
inguinale in white persons of all social levels, 
most of whom have never been outside of New 
England. Furthermore, the confusion of this dis- 
ease with other venereal diseases, with malignant 
tumors, tuberculosis, Hodgkin’s disease or simple 
traumatic infection gave us startling evidence that 
this disease entity is passing unrecognized in white 
people. These facts predict a wider recognition of 
a condition that can no longer be regarded as 
climatic, racial or rare. It is a problem that is 
usually first met by the family physician and as 
such deserves the emphasis that we offer here. 

*Assistant in medicine, Harvard Medical School. 

TAssistant surgeon, Massachusetts General Hospital. 


HISTORY 


While lymphogranuloma inguinale must have 
existed for centuries as an unrecorded fact of clin- 
ical experience, it was not clearly described as an 
infectious disease until the latter half of the nine- 
teenth century when Chassaignac,’ Nélton,* Trous- 
seau’ and Scheube® each separately reported the 
inguinal adenitis or bubo that heralds the inva- 
sion of the disease into the lymphatic system. In 
1893 Galloway’ reported 87 cases of inguinal adeni- 
tis before the Federated Malay Straits Medical 
Association, and these were looked upon as ex- 
amples of a new disease. In 1896 Godding,® a 
surgeon in the British navy, first called the dis- 
ease “climatic bubo” and stated that he had been 
familiar with the condition for 20 years on the 
east coast of Africa. 

Klotz® had seen 120 cases in New York City be- 
fore 1890 and described the coexistence of a penile 
lesion, but he believed that the disease was due to 
the absorption of septic matter through this por- 
tal. Later on, medical officers of the United States 
Navy reported the disease in sailors returning from 
tropical ports. In 1913 Durand, Nicolas and 
Favre’® interpreted the process as a venereal dis- 
ease with primary and secondary manifestations. 
Later observations by their pupil, Phylactos,"' 
firmly established these facts and delineated the in- 
cubation period of the disease as from 10 to 25 
days. The importance of the work of this group 
is attested by the fact that in France the disease 
is still known as “le maladie de Nicolas et Favre.” 

Pus from the buboes had been subjected to ex- 
tensive searches'* ** **** for the cause of this dis- 
ease by means of animal inoculation, dark-field 
examinations and other bacteriologic methods, but 
it was not until 1931 that Levaditi, Ravaut, Lépine 
and Schoen" and, independently, Hellerstrém and 
Wassen'’ determined that the infecting agent in 
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the disease is a filtrable virus. Since then, various 
strains of the virus have been isolated by D’Aunoy, 
von Haam and Lichtenstein."* These investiga- 
tors also found white mice and the common mar- 
moset to be most susceptible to the intracerebral 
inoculation of pus from the bubo. 

Introduction of the specific skin test of Frei 
opened the field for the general recognition of 
lymphogranuloma inguinale. In addition to the 
primary marks of the disease and the invasion of 
the lymphatic system, Frei and Koppel’® discov- 
ered that chronic inflammatory rectal disease with 
stricture formation and also elephantiasis and ul- 
ceration of the vulva were late results of lympho- 
granuloma inguinale. At least patients with such 
changes were found to have positive Frei tests, 
and it seems likely that we now have the proper 
explanation for these syndromes that Huguier” 
first named esthiomene in 1848 and that Fournier” 
later labeled as syphilitic, but the true etiology of 
which has puzzled clinicians until quite recently. 

Since 1927 excellent clinical descriptions of the 
entire disease pattern have been contributed by 
Stannus”™ in England, and Hellerstr6m* in Swe- 
den. Likewise, in this country De Wolf and Van 
Cleve,2* Cole,** Lehmann and Pipkin” and 
Thompson” have done much to further the rec- 
ognition of this devastating disease. One gains an 
idea of its incidence from Gray’s recent reports” 
that 3.4 per cent of white and 40 per cent of col- 
ored patients tested in the St. Louis city hospitals 
were found to have positive Frei tests. 


SYMPTOMATOLOGY 


The following clinical notes on the 30 cases of 
lymphogranuloma inguinale that we have observed 
illustrate the significant features of the disease. It 
is usually venereal in origin, having its onset with 
a genital lesion that may pass unnoticed, 1 to 3 
weeks after exposure. This lesion may be one 
of four main types: (1) a fleeting herpetic lesion 
resembling herpes praeputialis, (2) an ulcerative 
lesion, (3) a nodular lesion or (4) a nongonococ- 
cal urethritis, the discharge showing only polymor- 
phonuclear leukocytes without organisms. Non- 
venereal and extragenital infection are extremely 
rare but possible, as in the case of Klotz,° a sur- 
geon who acquired a primary lesion on a finger 
followed by axillary adenitis, all from injuring his 
finger while operating on a case of lymphogranu- 
loma inguinale. Phylactos and Hellerstrém men- 
tion similar cases. Buschke and Curth® and Da- 
vid and Loring*® reported primary lesions in the 
mouth, with cervical adenitis. Soon after such a 
lesion appears or even without a previous warn- 
ing, there is a rapid and usually very painful en- 
largement of the regional lymph These 
nodes form an indurated, usually painful and ten- 
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der mass that soon becomes adherent to the skin. 
Within a few days the skin appears red and 
shiny and, as the bubo becomes fluctuant, the 
overlying skin becomes necrotic. If the lesion is 
untouched by the surgeon multiple fistulous open- 
ings will establish drainage. The appearance is in 
definite contrast with the bubo of chancroid where 
a single large opening is usually found. 

These signs of the disease, with the secondary 
constitutional effects, include what may be classi- 
fied as: (1) the acute or initial stage of the dis- 
ease, represented in our series by Cases 1 to 10, in- 
clusive; (2) the chronic active stage without rectal 
stricture, represented by Cases 11 to 14; and (3) 
the chronic active or latent cases with rectal stric- 
ture, represented by Cases 15 to 30. Those in the 
last two groups frequently showed other evidence 
of the disease such as bubo, perirectal abscess, fis- 
sures and fistulae in ano, and elephantiasis of the 
genitalia. It has been suggested that some cases 
of urethral stricture may be due to this disease 


rather than to gonorrhea. 


DIAGNOSIS 


All of the 30 patients described here had Frei 
tests positive to human antigen. We have accepted 
this test as the final and conclusive step in the 
diagnosis of the disease. The antigens were pre- 
pared by diluting pus aspirated from diseased in- 
guinal nodes with normal saline solution. Al- 
though Frei originally used a dilution of 1 to 10 
we have found that a 1 to 5 dilution gives a more 
definite reaction. This mixture is well shaken and 
rendered sterile by heating at 56°C. for 2 hours on 
one day and for 1 hour the following day. Com- 
parative tests on patients with known disease es- 
tablished the potency of the new antigen. The 
specificity of the Frei test has been adequately 
demonstrated by Bacon’s*’ review. The reaction 
is allergic in character and represents a sensitiza- 
tion to the virus of lymphogranuloma inguinale 
following infection. According to Wassen,"* skin 
sensitivity appears 6 to 13 days after the experi- 
mental transmission of the disease to man. 

Our failure to affect the health of mice or to 
produce an active mouse brain antigen by the in- 
tracerebral injection of pus from Case 1 led us 
very early to abandon the idea of using mouse 
brain antigen. Following this experience Strauss 
and Howard™ noted that the normal mouse brain 
caused a definite skin reaction. Recently Grace 
and Suskind™* admit that 88 per cent of control 
reactions to mouse antigen showed papules meas- 
uring 1 to 4 mm. in diameter but that these reac- 
tions could easily be distinguished from the true 
positive tests. Because of these reactions and be- 
cause human antigen produces little or no reac- 
tion in the normal person, we believe that the hu- 
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man antigen is preferable to the mouse antigen. 
occasional scarcity of human material may 
be a handicap. 

The positive and the control tests on our pa- 
tients were all done by one person (E.M.C.) 
using several different human antigens. After 48 
and 72 hours, positive tests showed a central papule 
7 to 15 mm. in diameter, often with a central vesi- 
cle or necrotic area, and surrounding this a varia- 
ble area of erythema, usually 1 to 3 cm. in diame- 
ter. However, in Case 11 there was a tremendous 
reaction of hypersensitivity with an urticarial re- 
action involving the whole forearm, and 48 hours 
after a second test this patient developed typical 
erythema nodosum and multiple swollen and 
painful joints. 

Control tests were done on 150 individuals, most 
of whom were ward patients with a variety of 
other diseases. In only 1 case was this test con- 
sidered a false positive, and that was in an asth- 
matic patient who was sensitive to several other 
antigens. Included in this control series were 4 
cases of secondary syphilis, 3 cases of acute gon- 
orrheal urethritis, a case of chancroid, 6 cases of 
chronic inflammatory proctitis, 6 cases of fistula in 
ano, 3 cases of regional ileitis, 6 cases of ulcerative 
colitis, 2 cases of lymphoblastoma of the rectum 
with rectal stricture and 9 cases of acute bacterial 
suppurative inguinal adenitis. The diagnostic 
febrile response to intravenous antigen noted by 
Hellerstr6m™ was not used. 

Unfortunately, in our series of 30 Frei test pos- 
itive cases the diagnosis of chancroid was not ex- 
cluded by the intradermal test of Reenstierna.** 
This antigen (killed Ducrey bacilli) is excluded 

importation, and none was available in Bos- 
ton. 
ACUTE LYMPHOGRANULOMA INGUINALE 

Case 1. A 53-year-old white interior decorator was ex- 
posed to his employer, a lady of leisure who had traveled 
in Cuba and Mexico, between Thanksgiving and Christ- 
mas, 1934. He noted a small, vesicular, penile lesion the 
last week in December and also a slight urethral dis- 
charge that persisted a few days. He continued work, 
however, until February 20, 1935, when a painful mass in 
his right groin led him to consult his family physician. 
Continued incapacity brought him to the clinic on 
March 13, when he showed a typical right inguinal bubo 
and a fading herpetiform lesion on the penis. He had a 
low-grade fever and a polymorphonuclear leukocytosis 
and was moderately ill. The Frei test was strongly posi- 
tive. He was treated with bed rest, aspiration of the 
node after softening and a course of five subcutaneous in- 
jections of 0.1 cc. of autogenous antigen at weekly in- 
tervals. The sinus formed by the needle drained for 4 
weeks, and thereafter he was able to work. When last 
seen, November 9, 1936, he was well, and there was no 
evidence of disease of the genitalia or rectum, although 
an indurated area was still palpable in the groin. Ex- 
amination of this patient’s consort was impossible. 

Case 2. A 29-year-old white mechanic had worked on 
a ranch in Texas some years previously and had then 
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noticed enlarged, painful, nonsuppurating glands in the 

ins. He admitted no acute illness except gonorrhea in 
1925. He had been having an unusually active sex life 
for some weeks prior to September 16, 1935, when acute 
inguinal adenitis developed. Malaise with fever, chills, 
sweats, anorexia and progressive weight loss marked his 
course in the hospital after September 21. The fever 
ranged between 102° and 103° F. for 26 days. Blood 
cultures taken on three occasions showed no growth. Dur- 
ing the last week of fever he developed painful joints, 
his right wrist became swollen and the right ankle was 
reddened and slightly swollen. Motion was extremely 
painful. At this time a positive Frei test was found and 
8 cc. of purulent, greenish material was aspirated from the 


CASE 2. Bilateral inguinal adenitis (buboes). 
left bubo and 5 cc. of the same material from the right. 


Cultures of this pus showed no growth, and no organisms 
were seen in the fixed smear. Within 24 hours after this 
procedure there was a dramatic crisis in his whole course, 
the temperature dropped to normal, he felt much better 
and the joint symptoms subsided. Convalescence was 
slow, but by November 15 he was able to work, and the 
sinuses in both groins had closed. There was no sign of 
rectal disease. When last heard of in December, 1936, he 
was well. 


Case 3. A 52-year-old white widow, the paramour of 
Case 2, was seen on October 11, 1935. She complained 
of a burning sensation on urination that had been first 
noticed on October 3. She consulted her family doctor, 
who reported a whitish vaginal discharge, repeated smears 
of which had been sent to the State Department of Public 
Health and were reported as showing no organisms re- 
sembling the gonococcus. Examination showed that she 
had a low-grade fever, a whitish vaginal discharge and pal- 
pable tender nodes enlarged to 2 by 3 cm. in both groins. 
The Frei test was strongly positive. She was not seen again 
until November 28, 1936, when she reported that she 
had continued to be active throughout the above illness 
but that her fever and malaise had continued until late 
in December, 1935, when the bubo in the left groin had 
broken and drained externally, and a sinus had persisted 
for several weeks. Examination in 1936 showed no evi- 
dence of disease in the genitalia or rectum. There was 
a minute scar in the left groin, where firm 1 by 2 cm. 
nodes were palpable. 


Case 4. A 29-year-old white mechanic entered the hos- 
pital February 18, 1936. He had been well until 4 
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months before entry, when a mass had appeared in his 
left groin. This had been excised in another hospital, 
but the wound had failed to heal and he had been left 
with a large gaping sinus. He had been quite ill with 
fever, sweats, malaise and a marked loss in weight. Four 
weeks before entry a painful mass appeared in the right 
groin. Examination showed a pallid, ill man with a 
draining sinus in the left groin and a 3 by 4 cm. fluctuant 
bubo in the right groin. The Frei test was positive. The 
rectum and genitalia were normal. Aspiration of the 
right groin was done and, with bed rest and daily dress- 
ings, the sinus in the left side partially healed. He be- 
came afebrile and was discharged March 7 greatly im- 
proved. November 15, 1936, a letter stated that he had 
returned to work and was well except for an occasional 
discharge from the small sinus in the left groin. 


These cases of the acute, initial disease indicate 
its genitoinfectious character and verify the in- 
cubation period, which has been observed as vary- 
ing between a few days and 3 weeks. In Case 2 
it is possible that an original infection had re- 
mained latent for a period of years and then flared 
up with unusual exercise. If so, this raises the 
important question of when an individual with the 
disease ceases to be a potential source of infection 
or a carrier. This question remains unanswered, 
but it seems likely that the infection can be trans- 
mitted at any time during the acute stage. The 

health aspects of this condition present 
many such difficult points that can only be de- 
cided by further study. 

In Case 3 we found that the Frei test was 
positive after the eighth day of evident disease. 
The severe constitutional symptoms that may char- 
acterize the invasive stage of lymphogranuloma 
inguinale were quite alarming in Cases 2 and 4, 
and the sudden improvement following drainage 
of the bubo was most impressive. During this 
stage of the infection general skin eruptions such 
as erythema nodosum, erythema multiforme, ur- 
ticaria and a scarlatinal lesion have been observed 
by Hellerstrém,** and Loéhe and Blummers.*” A 
macular erythema was observed in our own Case 
10. The occurrence of acute toxic arthritis, as in 
Case 2, has been described by Koppel*’ in 1927, 
while much earlier Durand, Nicolas, Favre and 
Gaté** observed 2 cases with chronic arthritis 
which they believed to be the result of lympho- 
granuloma inguinale. Recently Frauchiger*® and 
Burckhardt*® have described a polyarthritis late 
in the course of the disease. In our Case 14 the 
true cause of the intermittent hydroarthrosis was 
confused by the coexistence of a latent gonococcus 
infection. 

Case 5. A 56-year-old white American roofer had noted 
a bloody urethral discharge for 5 days before an en- 
larged, tender node in the left groin hampered him in 
crawling along a roof. He entered the hospital August 
20, 1931, quite ill and with a loss of 30 pounds in weight. 
While on the surgical service he continued to be mod- 
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erately ill, with a fever swinging to 101° and 102° F., 
and enlarged nodes appeared in both groins. On August . 
24, the bubo in the left groin was incised and drained, 
and a biopsy of the node was reported as chronic in- 
flammation. Cultures and smears revealed no organisms. 
The wound healed slowly, but by August 31 a bubo in 
the left groin was ready for the same treatment. Through 
September he continued to have a fever swinging to 101°, 
and during October he was subjected to extensive investi- 
gations that included proctoscopy, a gastrointestinal se- 
ries of x-ray examinations with barium enema, blood 
cultures and cultures of the pus for Ducrey’s and other 
organisms. These studies failed, to provide a diagnosis, 
although cystoscopy revealed bilateral masses pressing 
down on the bladder. The patient was then transferred 
to the genitourinary service. Thereafter he definitely im- 
proved and remained afebrile. Because a mass of glands 
could be felt high in the rectum behind the bladder and 
because of the previous cystoscopic findings, a tentative 
diagnosis of lymphoblastoma was made, and he received 
700 r. units of roentgen ray therapy to the anterior and 
posterior pelvis. During this time he was improving 
slowly and was discharged from the hospital October 22, 
1931. When seen on March 7, 1936, he said that he had 
been in fairly good health in the interim. The Frei test 
was now positive, but there was no sign of disease of 
the genitalia or rectum, and the glands in all areas felt 
normal. 


Case 6. A 20-year-old white college student was ad- 
mitted to the private wing of the hospital in November, 
1935, with a complaint of malaise, fever and swollen and 
painful glands in both groins for the previous 6 weeks. 
Daily elevations of temperature to 101° F. and the pres- 
ence of a — glandular enlargement, particularly in 
the groi 
led to > the | tentative diagnosis of 
of an inguinal node showed +g chronic 
All other studies were normal except for the persistence 
of a slight polymorphonuclear leukocytosis. Finally a 
Frei test revealed the true diagnosis, but not until 3 
months later did the patient confess to having had inter- 
course with a white girl while in Puerto Rico in August 
preceding his illness. 

. A 3l-year-old single white American elevator 
operator was referred to the Palmer Memorial Hospital 
in October, 1935, suspected of having a rapidly growing 
lymphosarcoma of the left groin. The patient had been 
quite well until 3 weeks before entry, when he noticed 
a painless mass in the left inguinal region and subse- 
quently lost 25 pounds in weight. Although he had no 
other complaints, the examination revealed extreme anxiety, 
and also a purulent urethral discharge, smears of which 


emaciated, and while in the hospital had a low-grade 
lood 


8. A 27-year-old white ship’s engineer was re- 
a 
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showed typical gonococci. He had a mass in the left 
groin measuring 3 by 5 cm. in diameter, which was firm, 
discrete, and showed a small central spot of softening. 
The rectum: was normal. He was moderately ill and 
showed only a polymorphonuclear leukocytosis. The 
Frei test was positive. With bed rest, aspiration of the 
bubo and forced feeding he improved considerably, and 
left the hospital further restored by the assurance that 
he did not have a cancer. 
with typical buboes. He had a low-grade fever and 
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malaise and was unable to work. On reaching the port 
of Boston, he was transferred to the Marine Hospital, but 
left there and appeared in our clinic on February 27, 1935. 
A positive Frei test was obtained, and aspiration of the 
involved node relieved him of pain. He was then given 
four subcutaneous injections at weekly intervals of 0.1 cc. 
of antigen from Case 1. Improvement was rapid, al- 
though a small discharging sinus persisted for 4 weeks 
after aspiration. The rectum was normal. 


Case 9. A 53-year-old Portuguese-American janitor 
was admitted to the outpatient department because of 
slowly enlarging and painful masses in both groins. 
These had been present for over a month. Because of the 
fact that a perineal prostatectomy had been done for 
carcinoma in November, 1935, the tentative diagnosis of 
metastatic carcinoma was made, and he was admitted 
to the Emergency Ward, where excision of one of these 
nodes was done on December 17, 1936. Biopsy showed 
stellate abscesses, and the pathologist (Dr. Tracy B. Mal- 
lory) requested that a Frei test be done. When the test 
was found to be positive, the patient admitted extra- 
marital intercourse previous to the illness. 

Case 10. A 29-year-old married white unem 
man entered the hospital on February 19, 1937, because 
of a painful mass in the right groin for the previous 4 
weeks. There had been no penile lesion noted, and the 
possible source of infection could not be determined. 
After the first week he also had chills, a swinging fever 
and malaise, and finally the day before entry a macular 
morbilliform eruption appeared on his forearms and 
abdomen. Physical examination showed a 3 by 4 cm. 
fluctuant, tender mass in the right groin and two 2 by 3 
cm. firm lymph nodes in the left groin. The genitalia 
and rectum were normal. The patient had a low-grade 
fever and a polymorphonuclear leukocytosis of 19,200. 
On aspiration 4 cc. of thick, brown tenacious pus was ob- 
tained. This showed no organisms on direct smear or 
culture. The Frei test was positive. 


In Cases 5, 6 and 7 of this initial group we find 
the confusion of lymphogranuloma inguinale with 
lymphoblastoma and Hodgkin's disease because of 
the enlarged lymph nodes and spleen. This is not 
surprising when we consider that, as a virus dis- 
ease, it probably invades the whole body and par- 
ticularly the lymphatic system. The evidence of 
von Haam and D’Aunoy" suggests that the virus 
even reaches the cerebrospinal fluid, and Gutman 
and his associates'’ have found an elevated serum 
protein in the presence of lymphogranuloma in- 
guinale as well as in other infectious diseases such 
as kala azar, syphilis, malaria and chronic infec- 
tions. Ravaut, Boulin and Rabeau* have pre- 
viously observed enlargement of the spleen and 
liver and an increase in circulating mononuclear 
cells during the acute stage of the disease. Rost** 
mentions that the deep iliac glands frequently form 
large tumors, such as led to the diagnosis of lym- 
phoblastoma in Case 5 and were also present in 
Case 15. Fortunately these deeper glands rarely 
if ever suppurate but heal by resolution; however, 
peritonitis from the probable rupture of these 
nodes has been described by Kondo,** and Gallo- 
way’ described pelvic inflammation as a result of 
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the acute disease. In Case 7 gonorrhea was an 
associated disease but, as in Case 3, it was com- 
pletely differentiated from lymphogranuloma in- 
guinale. Gray“ has stressed the importance of an 
abacterial urethritis as a primary manifestation that 
may resemble gonorrhea. Cases 6 and 8 mark 
some of the travel routes (Puerto Rico and Cuba) 
through which the disease first entered this region. 
Naumann" presents the interesting history of 6 
men from one ship who came under his care with 
buboes, all infected by the same woman in a port 
of Haiti. Case 9 was suspected of having met- 
astatic carcinoma and is further remarkable because 
the pathologic appearance of the node suggested 
the correct diagnosis. 


CHRONIC ACTIVE DISEASE WITHOUT RECTAL 
STRICTURE 


Case 11. A 28-year-old white married woman first 
noted rectal discomfort during her first pregnancy in 
May, 1934. She paid little attention to this, however, 
until after the delivery of her second child in October, 
1935. At that time a Bartholin’s cyst was removed, and 
soon a purulent rectal discharge began, due to an acute 
proctitis that required local treatments with irrigations. 
She did not improve and noted a tendency to have fre- 
quent loose bowel movements and an irregular low- 
grade fever. In May, 1936, a fistula in ano and a hyper- 
trophic labium had appeared, and these were excised. Dur- 
ing August she received a course of omnadin as nonspe- 
cific protein therapy. September 3, 1936, three Frei tests 
were done, and there was a tremendous reaction of hyper- 
sensitivity with an urticarial response involving the whole 
of both forearms. With this she was moderately ill. Her 
husband did not react to the same antigens. In November, 
1936, a perirectal abscess was drained, and while the pa- 
tient was under spinal anesthesia a proctoscopic examina- 
tion showed only the severe proctitis with multiple fis- 
sures in the lower 7 cm. of the rectum. Above this the 
mucous membrane was normal. There was only a slight 
degree of rectal stricture. In November, 1936, the Frei 
test was repeated and this time showed the usual posi- 
tive reaction with an erythema 2 by 3 cm. surrounding 
a central papule. Three days after this test she developed 
typical erythema nodosum, however, and painful swollen 
joints at the wrists, ankles and knees. She was mod- 
erately ill with these symptoms for a period of 3 weeks, 
having an irregular fever which reached 103° F. on 
one occasion. Blood cultures showed no growth. Grad- 
ually this episode subsided, and she continued with only 
rectal symptoms. It is of interest that a persistent diarrhea 
in this case was alleviated by dilute hydrochloric acid by 
mouth. Gastric analysis with ergamine revealed a com- 


plete anacidity. 


Case 12. A 3l-year-old white male nurse complained 
of a bleeding, sore rectum since a hemorrhoidectomy 6 
weeks before his entry on October 17, 1935. He was re- 
ferred to the hospital with a diagnosis of tumor of the 
rectum. Examination revealed a low-grade proctitis 
without stricture but with many soft granulomatous pro- 
jections of the mucous membrane, several of which were 
external and resembled hemorrhoids. A positive Frei test 
was then obtained. On November 11, 1935, a diathermy 
coagulation and excision of these papillary granulations 
was done, and he was discharged 1 week later, but re- 
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turned November 25 in shock from a sudden loss of 
blood by rectum. A transfusion of 600 cc. was necessary, 
and he recovered after another week of rest. Through- 
out 1936 rectal discomfort with a copious discharge per- 
sisted, so that on January 4, 1937, a colostomy was done 
as the first stage in excision of the rectum. The past his- 
tory was significant in that he said that, while employed 
in a circus in 1930, a perirectal abscess was drained. In 
1931 inguinal adenitis of the left groin caused him to ve 
hospitalized in New York for 4 months. During this 
illness he was transfused five times. He showed scars ot 
seven long incisions in the left groin and thigh. 


CASE 12. Perianal granulomas with fissures. 


Case 13. A 41-year-old white unemployed man entered 
the wards August 23, 1935, because of an egg-sized mass 
that had been discovered in his right lower quadrant dur- 
ing an insurance examination in the previous May. He 
was rather terse and admitted no gastrointestinal distress, 
but he had lost 20 pounds of weight in the previous 2 years. 
The past history showed that between 1913 and 1925 and in 
1933 and 1934 he had worked in Jamaica as an importer. 
He had acquired syphilis in 1915, for which he had 
received weekly treatments for about a year, but he now 
showed positive blood Hinton and Wassermann tests. At 
operation the terminal ileum and cecum were removed, 
and pathological examination showed only chronic non- 
specific inflammatory changes. During convalescence 
a positive Frei test was found. The rectum was normal, 
and skin tuberculin tests were negative. He was dis- 
charged September 21 with the diagnosis of regional 
ileitis, chronic ulcerative colitis and latent syphilis. 

Case 14. A 28-year-old white show-girl entered the hos- 


pital August 12, 1935, because of an extensive fistula into 
the right buttock. A fistula in ano had first appeared in 
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1931, and an abscess about the rectum had been drained 
in 1934. The labia had been thickened and enlarged for 
several years. She presented the typical appearance of 
vulval elephantiasis with multiple rectal 
fissures. The Frei test was strongly positive. There 
was no stricture of the rectum. Following incision and 
curettage of the fistula she improved rapidly. 


This group of 4 cases shows the course of pro- 
longed disease without the development of a rectal 
stricture. 


In the first case, the disease process had been ac- 


CASE 14. Hypertrophy of labia with perianal edema and anal fistula 
‘(associated with proctitis and stricture). 


tive for 2 years, and Frei tests evidently precipi- 
tated a typical attack of eryt and 
polyarthritis such as has been described by Kop- 
pel.*’ The last case was one of esthiomene with- 
out rectal stricture, and offers some contrast to the 
first patient in the next series. 

The first two cases showed an acute proctitis, 
while the third had a regional ileitis and involve- 
ment of the cecum, which may or may not he a 
related syndrome. Goodman** emphasizes the role 
. lymphogranuloma inguinale in diseases of the 

In our control studies on ulcerative colitis, 
an in 3 cases of idiopathic regional ileitis, Frei 
tests have been negative. Because of the possibility 
of this disease we believe that routine Frei tests 
should be done in studying all cases of idiopathic 
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disease of the gastrointestinal tract, particularly 
those with ileitis and ulcerative colitis. 


CHRONIC ACTIVE AND LATENT DISEASE WITH 
RECTAL STRICTURE 


Case 15. A 36-year-old white American prostitute en- 
tered the hospital May 23, 1935. She told of acquiring 
gonorrhea in 1930, and at that time had a bubo in the 
right groin which drained for 5 months. Soon after this 
she noticed rectal pain and difficulty in defecation. This 
continued until 1932, when she entered a hospital in Wil- 
mington, Delaware, where she was told she had an in- 
curable cancer of the rectum. She then returned to New 
England, continuing to have rectal pain, a purulent dis- 
charge and severe constipation. During 1934 she had 
an intermittent, painful swelling of the left knee. Ex. 


CASE 15. Three positive Frei tests. 


amination showed elephantiasis of the vulva (esthiomene), 
a rectal stricture and low-grade proctitis in the anal canal 
and lower rectum. The extremities were normal, but 1 
week after Frei tests were done with three active antigens 
and 24 hours after receiving 0.1 cc. of the antigen sub- 
cutaneously, the left knee became swollen, painful and 
tender. Aspiration of the knee was done with relief, and 
_the fluid showed no growth on culture and no antigenic 
properties. The rectal stricture was dilated manually, and 
she improved markedly. On July 22, 1935, she returned to 
have excisions of rectal fistulas. On August 2? she re- 
turned to the medical wards, and at this time dilatation 
of the stricture was done under spinal anesthesia, fol- 
lowing which she had a temperature of 101° F. for 3 
days. On November 23 she returned because her left 
knee had become suddenly swollen, hot and tender. 
Synovial fluid from the joint showed no growth, no organ- 
isms were seen in the fixed smear, and four mice injected 
intracerebrally with the fluid remained healthy. Skin 
tests using this synovial fluid showed no reaction. The 
blood serum gonococcus complement-fixation test was 
positive. 

Case 16. A 61-year-old white professor developed a rec- 
tal abscess that was drained in August, 1930. After that 
a fistula persisted and required drainage in October, 1930, 
at which time an acute proctitis was noted. He con- 
tinued to have malaise and frequent bowel movements 
containing blood and pus, and palpable nodes appeared 
in both groins and in the left iliac fossa. By June, 1931, 
a stricture 5 cm. had developed inside the rectum. In July, 
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1932, purulent material from the rectum was injected into 
two guinea pigs, but they later showed no evidence of 
tuberculosis. After that he improved but continued to 
have a low-grade proctitis. The operative scars failed to 
heal, leaving large, condyloma-like formations about the 
rectum externally. Repeated searches for gonococci were 
unsuccessful, and a barium enema showed a normal bowel 
above the stricture. A positive Frei test was obtained in 
August, 1933, 


Case 17. A 37-year-old white carpenter entered the 
hospital in June, 1931. In 1928 he had a perianal abscess 
and fistula operated on, and since that time had been 
incontinent of feces. After October, 1930, he had in- 
creasing difficulty in moving his bowels and had a puru- 
lent rectal discharge. Physical examination showed a rec- 
tal stricture 5 cm. within the anal canal. Dilatation of 
the stricture gave considerable relief and was not re- 
peated until August, 1932. Since that time he has been 
fairly well, using mineral oil to ease his bowel movements 
and wearing a small pad because of a moderate rectal 
discharge. A positive Frei test was obtained in 1933. 
Since then symptoms have continued about the same, but 
he is able to work. 


Case 18. A 57-year-old white widowed housewife was 
admitted to another hospital in September, 1932, com- 
plaining of a purulent rectal discharge, and a di 
was made of tuberculosis of the rectum with fistula in 
ano. In January, 1933, she returned because of constipa- 
tion with ribbon-shaped stools, and a diagnosis of come 
stricture with multiple sinuses was made. Following 
this, in September, 1933, a permanent colostomy was 
done, and a biopsy of tissue from the rectum showed only 
chronic inflammation. She continued to have multiple 
sinuses about the rectum but was in fair health and ac- 
tive with the colostomy. In September, 1936, she re- 
entered the hospital complaining of a painful mass in the 
left groin of 3 weeks’ duration. She had fallen and in- 
jured this side previous to the appearance of a typical 
bubo. Incision and drainage of the abscess was done, 
and the sinus healed very slowly while she ran a low-grade 
febrile course. During convalescence a positive Frei test 
was obtained. 


Case 19. A 27--year-old white married woman en- 
tered the hospital September 11, 1934, with a complicated 


. history of prolonged illness. Apparently she had had 


pelvic disease at the age of 17, and her ovaries and tubes 
were removed at that time. In January, 1929, after a 
hemorrhoidectomy, she had a rectal fissure operated on, 
and after this purchased rectal dilators for her own use. 
In April, 1929, she was in a Cleveland hospital where a 
colostomy was done, and the extensive process about the 
rectum was given local treatment. In February, 1930, the 
colostomy was closed. Since then she had had intermit- 
tent trouble with rectal discharge and perirectal ab- 
scesses. She also related that her right knee became pain- 
ful and swollen when rectal drainage decreased or ceased 
for a time, and this was relieved by the return of drain- 
age. While on the ward in 1934, a positive Frei test was 
discovered; she then had a marked degree of rectal 
stricture and a rectovaginal fistula. The fistula was in- 
cised, and she was discharged improved, but in the course 
of the next year rectal symptoms returned, and she began 
to have pain and frequent bloody movements. On October 
11, 1935, an excision of a fistula was done. Later, manual 
dilatation of the stricture was attempted but this caused 
considerable pain. The patient continues in the chronic 
active state. 
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Case 20. A 45-year-old white male nurse first com- 
plained of constipation and ribbon-shaped stools in 1928, 
This became gradually worse, and a_ perirectal abscess 
developed, requiring drainage. In 1931 a stricture of 
the rectum was dilated, and a biopsy of the rectal wall 
showed only chronic inflammation. There was no rec- 
tal discharge. The stricture was diffuse and lay 6 cm. 
within the rectum. In the years from 1931 to 1936 he 
had worked regularly, and dilatation of the stricture had 
been done three times. A positive Frei test was secured 
in 1933. 


Case 21. A 34-year-old white printer entered the hos- 
pital in July, 1936, with a history of rectal trouble since 
1921. He had pursued a very active chronic course with 
multiple fistulas, perirectal abscesses and rectal stricture. 
Eight operations had been done on his rectum. At this 
entry he showed a scarred rectum with many sinuses and 
a definite stricture 8 cm. from the sphincter. The Frei 
test was positive. He manifested a stoical indifference 
to tenesmus, diarrhea and a bloody discharge that for 
many years had forced him to wear perineal pads. In 
addition a 3 by 4 cm. lymph node had been palpable in 
the right groin since 1929. 


Case 22. A 29-year-old Portuguese-American truck- 
driver entered the hospital in February, 1936, because of 
constipation for the previous 5 years. There had been 
a purulent rectal discharge at irregular intervals. For 
the previous 2 years he had suffered from malaise and 
weight loss and had been unable to work. Ribbon-shaped 
stools had been noted. He recalled that 7 years before 
entry, a bubo in the left groin had been drained. Physical 
examination showed a diffuse stricture 8 cm. inside the 
rectal sphincter. The Frei test was positive. While in the 
hospital the stricture was incised anteriorly and posterior- 
ly, under spinal anesthesia. Later a fistula was excised. 
He was greatly improved by these procedures, and 5 
weeks after operation a proctoscope was easily passed 
through the area of the stricture and an entirely normal 
mucous membrane was seen above. 


Case 23. A 50-year-old white Irish-American had com- 
plained of constipation for 1!) years prior to the discov- 
ery of a positive Frei test in July, 1935. He had a typical 
rectal stricture that responded to dilatation. 


Case 24. A 34-year-old white Scotchman had com- 


plained of constipation for 8 years prior to 1930, when he 


was discovered to have a rectal stricture 5 cm. within the 
anal canal. The lumen of the stricture was about | cm. 
in diameter, and for the previous year stools had been 
ribbon-shaped. For the previous 6 months abdominal 
cramps and distention and obstipation had troubled him. 
With these symptoms he had lost 18 pounds in weight. A 
barium enema showed a normal bowel above the stric- 
ture. Dilatation with incision of the stricture under 
ether anesthesia was carried out. Several subsequent 
finger dilatations produced a good deal of discomfort, 
and the patient did not report again, but he has re- 
mained comfortable by the use of oil and cathartics and 
has no active disease. A positive Frei test was obtained 
in 1933. 


Case 25. A 55-year-old white Italian-American house- 
wife entered the medical service March 18, 1935, because 
of severe constipation for many years. In the routine 
examination a rectal stricture 6 cm. within the anal canal 
was found. The lumen just admitted the index finger 
on pressure. Frei tests as well as the blood Hinton and 
Wassermann tests were strongly positive. There had been 
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no antisyphilitic treatment. She refused treatment but 
returned March 18, 1936, in severe congestive heart fail- 
ure, presumably on an arteriosclerotic basis. Again she 
left the hospital against advice. 


Case 26. A 29-year-old Portuguese-American woman 
entered the medical service September 28, 1935, because 
of intermittent gastrointestinal distress for several years. 
Distention and obstipation had been present at times. On 
routine examination a rectal stricture that just admitted 
the tip of the finger was discovered 5 cm. within the 
anus. A positive Frei test was obtained. Complete x-ray 
examination of the gastrointestinal tract showed no other 
evidence of disease. The stricture was divided posteriorly, 
and the patient discharged greatly improved. 


Case 27. A 34-year-old white American seaman first 
entered the hospital January 16, 1935, because of rectal 
pain and a discharge of 2 years’ duration. For the pre- 
vious month the stools had been ribbon-shaped. A rectal 
stricture 8 cm. fram the sphincter was found, and the 
mucous membrane showed a chronic low-grade inflamma. 
tory reaction with much granulation tissue that bled 
easily. Positive Frei tests were obtained with three dif- 
ferent antigens, and over a period of 5 weeks he received 
nine intravenous injections of tartar emetic in addi- 
tion to local treatment. There was little or no improve- 
ment, and constitutional symptoms with weakness and 
weight loss were progressive. By September, 1936, he 
was miserable with rectal pain and a purulent discharge. 
He again entered the hospital, and on November 9 the 
stricture was dilated and perirectal sinuses were incised. 
He continues to be a chronic invalid because of the rectal 


symptoms. 


ase 28. A 34-year-old white American was first seen 
Ponca 18, 1935 complaining of a discharge of blood 
and pus from the rectum for the previous 2 years. He 
had alternating diarrhea and constipation and had lost 35 
pounds in weight. A rectal fissure and a stricture 6 cm. 
from the sphincter were present. A proctoscope was passed 
as far as the stricture and showed an irregular mucous 
membrane with papillary granulations, but there was no 
bleeding from the surface. The mucous membrane was 
dry and granular. A positive Frei test was obtained, the 
stricture was dilated, and he received seven intravenous 
injections of tartar emetic in a month’s time. When last 
seen, October 15, 1936, he was improved and had returned 
to work. The stricture then easily admitted a finger. 


Case 29. A 38-year-old white American artist, who ad- 
mitted having gonorrhea while in Paris in 1926 and 
1928, became ill in Boston in 1929. He entered the pri- 
vate wing of the hospital December 5 with a fever swing- 
ing to 102° F., drenching sweats and weight loss. En- 
larged nodes appeared in both inguinal regions, and a 
bubo in the right groin was incised and drained Decem- 
ber 21. He remained in the hospital 3 months with 
this disease, which baffled several consultants. Tubercu- 
losis and Hodgkin's disease as well as undulant fever 
and tularemia were suspected. Clinical and pathological 
studies, including excision and bacteriologic and patho- 
logical examination of the nodes in the left groin, did not 
reveal the diagnosis. He did have a leukocytosis as high 
as 13,900 with a differential count showing 6 to 19 per 
cent eosinophils and 10 to 15 per cent mononuclears. 
Finally on February 28, 1930, he was discharged and 
went to Bermuda to bask in the sun and allow the sur- 
gical sinuses to heal. After 1930 he had few or no 
symptoms, but in the summer of 1936 he began to note 
ribbon-shaped stools and was troubled with constipation. 


Vol. 2 
193 


Vol. 217 No. 2 


He was then examined and found to have a typical rec- 
tal stricture and a low-grade proctitis. A Frei test done 
on December 4, 1936, was strongly positive. 


Case 30. A 37-year-old Portuguese-American male en- 
tered the hospital April 27, 1935, "Sonia of an increasing 
difficulty in moving his bowels for a period of about 10 
years. He had observed ribbon-shaped stools. He had a 
rectal stricture 6 to 7 cm. within the anal canal and a 
barium enema with fluoroscopic examination showed nor- 
mal intestine above this point. There was little or no 
evidence of proctitis. The Frei test was positive. The 
stricture was incised. Follewing this operation he was 
able to obtain satisfactory movements. In his past his- 
tory he told of consorting with a woman in Denmark in 
1922, following which he had a small penile lesion and 
enlarged glands in the groin. This illness had required 


prolonged hospital care in Copenhagen, during which time 
an operation was on the bubo. 


This entire group of 16 patients had rectal stric- 
tures that were low in the rectum, usually 6 to 8 
cm. from the sphincter and accompanied by vary- 
ing degrees of proctitis. Of this group 11 were 
men and 5 were women. The ion of men 
is surprising in view of the experience of Lichten- 
stein*® and Pennoyer,”” who found rectal strictures 
chiefly in women. Five of the 16 had a bubo at 
some time, and it is interesting that in Case 18 the 
bubo did not develop until the groin was injured 
several years after acquiring the disease. This 
same patient now has a permanent colostomy due 
to a diagnostic error in assuming that the rectal 
process was the result of tuberculosis or inoperable 
carcinoma. Case 15 had also been diagnosed as 
carcinoma of the rectum. 


Nine of the 16 cases had—in addition to strictures 
—rectal fissures, fistulas or elephantiasis of the geni- 
talia. The coexistence of any one of these condi- 
tions with rectal stricture is sufficient to justify a 
tentative diagnosis of lymphogranuloma inguinale. 


In 3 instances (Cases 22, 25 and 26) the patients 
entered the medical wards for the study of consti- 
pation, and the rectal stricture was first discovered 
in the course of a routine examination. In 2 
(Cases 24 and 26) the symptoms suggested inter- 
mittent intestinal obstruction. A far more serious 
complication for women has been rupture of the 
rectum during childbirth.” 


In our entire group of 30 cases, a previous his- 
tory of gonorrhea was obtained in 6 (Cases 2, 7, 12, 
15, 27 and 29) and the gonococcus complement fix- 
ation test was positive in 3 (Cases 12, 15 and 27). 
Case 7 had evidently acquired gonorrhea and lym- 
phogranuloma inguinale simultaneously. The 
routine Hinton and Wassermann tests revealed 
the presence of syphilis in 4 (Cases 5, 13, 22 and 
25); only 1 patient (Case 13) of these 4 was cog- 
nizant of his disease, and he had received some 
treatment after it was acquired in 1915. 
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PATHOLOGY 


Excision and histologic examination of the 
mary lesion was first done by Bory.” A cellular 
infiltration of lymphocytes and plasma cells and 
an altered connective tissue stroma have been the 
chief findings. In the papular stage, necrosis and 
small abscess formation occur. 

Examination following surgical excision shows 
the affected glands to be matted together with 
an extensive periadenitis. These glands grossly 
show thickening of the capsule and obliteration 
of the architecture of the node with a diffuse 
reddish or grayish surface that may be studded 
with beginning abscesses. As the process advances 
the entire area within the capsule may form 
gelatinous, greenish-gray pus which is difficult to 
aspirate. Hansmann,” in reporting 4 probable 
cases of lymphogranuloma inguinale from the Bos- 
ton City Hospital in 1924, and recently Thomp- 
son,”* in describing the pathology of 21 cases on 
which excision was done, state that the principal 
microscopic change is one of subacute granuloma 
with multiple abscess formation. In the earlier 
stages the essential lesions are the pin-point epi- 
thelioid formations scattered throughout the gland 
and an abundance of mononuclear cells. Neutro- 
philic and eosinophilic polymorph lears may 
be present. As areas of necrosis appear they are 
often star-shaped and walled off by palisades of 
epithelioid and multinucleated cells, so that it 1s 
difficult to differentiate the process from tuber- 
culosis or syphilis. 

Findlay” has described the proliferative changes 
produced by the virus in animals, and also the 
intracytoplasmic bodies seen in the lesions in man 
and animal. 

With increasing experience the histologic pic- 
ture becomes more characteristic, and in the later 
cases of this series the correct diagnosis was more 
than once first suggested by the pathologist. 
Though not pathognomonic, the pseudotuberculous 
nodules, with their central abscesses containing 

mor lear cells and monocytes which 
have phagocyted extruded chromatin material, are 
strongly suggestive, and the marked plasma cell 
infiltration of the intervening lymphoid tissue is 
also very typical. In a distinctly slighter experi- 
ence with biopsies from the rectal lesions, the 
plasma cell infiltration has proved particularly 
marked, whereas abscesses and tuberculoid granu- 
lomas have been very scanty. 

The explanation previously offered for the more 
frequent occurrence of the rectal syndrome in 
women has been that the lymphatic drainage of 
the female is more intimately associated with the 
rectum than is the case in the male. However, 
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the anatomic demonstrations of these lymphatic 
pathways by Nesselrod®® and by Barthels and 
Biberstein®’ have shown that there is a rich lym- 
phatic connection between the posterior urethra 
and the prostate and the perirectal lymphatics. 
From our experience we cannot agree with Cole*’ 
that “the male ordinarily does not get this grave 
complication.” Nor can we believe that, in all 
of these cases, sodomy played the role emphasized 
by Ravaut, Levaditi, Lambling and Cachera.” 


Necropsy reports of cases of lymphogranuloma 
inguinale are as yet rare, and we know little of 


the possible late effects of this disease. We are 
aware of the primary lesion and of the invasion 
of the lymphatic system that may be widespread 
and involve even the spleen and liver, and we have 
seen the toxic and constitutional effects that pro- 
duce a variety of skin changes, a type of arthritis, 
chronic ulcerative disease of the genitalia and 
rectum leading to elephantiasis, fistulas and rectal 
stricture and, finally, a form of ileitis that may be 
a late form of lymphogranuloma inguinale. Other 
marks of the disease remain to be discovered. That 
it may injure the central nervous system, the pul- 
monary tree, the blood-forming centers or the 
cardiovascular system would not be surprising. 

Lichtenstein*® has reported 2 cases that came 
to autopsy with rectal strictures and positive Fret 
tests; in 1935 Reichle and Connor™ were able to 
find only 4 cases recorded with autopsies when they 
described their case with involvement of the retro- 
peritoneal lymph nodes and probable involvement 
of the hip joint, adrenals and kidneys. 


TREATMENT AND PROGNOSIS 


Lymphog inguinale begins as an acute 
febrile disease which, if untreated, runs through 
its natural sequence to the eventual return of fair 
health in most cases. Unlike other virus diseases, 
very few fatalities have been attributed to it. This 
healing act of nature has been intruded upon by 
physicians, who have given patients a great variety 
of drugs and, in so doing, have proved that so far 
there is no single specific treatment for this dis- 
ease. Unfortunately, no one has had the patience 
to observe and record the natural course of the 
infection in a large number of cases. 


In our experience with the acute disease, bed 
rest, nursing care, local heat applied to the bubo 
to hasten abscess formation and, finally, simple as- 
piration of the pus are most important in return- 
ing the patient as quickly as possible to a useful 
life. He will, however, continue to harbor the 
disease. At best, we can tell the patient that the 
disease comes on over a period of weeks, is in full 
bloom for a few weeks and subsides in the course 
of the following months or more. No 2 cases 
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are alike, and the course of an individual cannot 
be predicted. 

From our own series of cases we find evidence 
to substantiate these assertions. The single un- 
treated patient (Case 3) was apparently ill for 3 
months, during which time a bubo drained spon- 
taneously and left an even smaller scar and fewer 
constitutional effects than the 5 other patients 
(Cases 1, 2, 7, 8 and 10) where simple aspiration 
was done. Wide surgical excision, or incision and 
drainage, seemed to have delayed and complicated 
the courses of Cases 4, 5, 12, 18, 29 and 30, whereas 
in Case 6 it evidently was of definite aid, although 
the disease process in this case was minimal in the 

. Klotz* was an early advocate of extirpa- 
tion of the affected nodes, and lately Thompson*’ 
has remarked that “it is the measure of choice in 
all cases of suppurative adenitis.” However, such 
a procedure violates long-established principles in 
the handling of suppuration in lymph nodes. Only 
in the case of tuberculosis, a much more chronic 
infection, has extirpation been accepted as proper 
treatment. The adenitis of lymphogranuloma in- 
guinale, though often rather long drawn out, 
infection a reasonably rapid progress to the 
point of abscess formation. This adenitis is a re- 
sponse to the initial infection, a first barrier of de- 
fense, and as such, we feel, should be treated con- 
servatively. We agree with Willoughby,*® who 
deplores radical surgical procedures. 

The use of vaccine, recommended by Gay- 
Prieto’ and Hellerstrém™ may have speeded the 
recovery in Cases 1 and 8, but in Case 12 the rectal 
disease continued despite such treatment. How- 
ever, it must be noted that vaccine treatment a 
parently precipitated an attack of hydroarthrosis 
in Case 15, and certainly the repeated use of the 
antigen in a hypersensitive individual (Case 11) 
was followed by erythema nodosum and _ poly- 
arthritis. Hellerstrém has described the occurrence 
of erythema nodosum in 2 patients at the time of 
the maximal Frei test. Marinesco and Grigo- 
rescu®* have observed a transient, flaccid paraplegia 
following vaccine treatment. A course of tartar 
emetic produced only emesis in Cases 1, 27 and 28, 
and had no evident effect on the diseased process. 

Roentgen ray therapy to the nodes in doses as 
high as 3,000 r. units has been reported by Fernet® 
and Buffé and Friess.°* In our single case (Case 
5) in which roentgen ray was given the patient 
was obviously recovering when treatment was 
started. 

Other forms of treatment and drugs such as 
ultraviolet radiation, nonspecific protein therapy, 
intravenous typhoid vaccine, antimony, stibenyl, 
neostibosan, iodides, methylene blue. copper sul- 
fate, solganol and manganese as “psorimangen” 
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have all been discussed by Stannus,** each having 


its own champions. 


SURGICAL TREATMENT OF LATE RESULTS AND 
COMPLICATIONS 


The most serious effect of this disease, and the 
most difficult to treat, is the involvement of the 
lower rectum and of the vulva and perineum. For- 
tunate, indeed, are those individuals who escape 
with only an inguinal adenitis. Although exten- 
sion to the rectum is undoubtedly by way of the 
lymphatics, the rectal mucous membrane quickly 
becomes involved in the inflammatory process and 
ulcerates. The area of involvement is usually the 
lower rectum, seldom extending more than 15 
cm. from the anus, and usually not so far. Once 
this process has started nothing as yet known will 
stop the steady march to eventual stricture forma- 
tion. In some individuals the infection seems final- 
ly to burn itself out, untreated, and a healed, stric- 
tured rectum results. In others, avhere fistulas 
have developed as a complication, with recurring 
abscesses necessitating incision and drainage, the 
resulting incisions are extremely slow in healing 
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and tend to form granulomas around the anal out- 

. In 1 case of our series (Case 16) an incision 
for fistula made 5 years ago has never completely 
healed, though the internal opening was easily 
located and the incision extended throughout the 
track of the fistula. 

It is surprising how well some individuals with 
rectal strictures get along by the use of mineral 
oil and cathartics. In others, symptoms of partial 
obstruction develop, as would be expected, and 
surgical intervention is indicated. The stricture 
may extend, with some variations in caliber, for sev- 
eral centimeters along the rectum, or it may be very 
limited in its longitudinal involvement—almost 
forming a diaphragm. A calibrated stricturoscope 
devised by Bacon® makes it possible to know in 
advance the length and caliber of the stricture, al- 
though this knowledge is not essential in deciding 
whether to operate. In the case of the short dia- 
phragm type of stricture, a simple posterior inci- 
sion, either with knife or diathermy, will imme- alll 
diately produce the desired relief of symptoms. In 
the longer or tubular type there is usually one area 
of maximal constriction which may demand inci- 


CLASSIFICATION OF 30 CASES WITH POSITIVE FREI TESTS 


Acute LyMpHoGraNuLoMa INGUINALE / 
Case No. Age Sex Residence Disease 1 <= 
1 53 M Newton Acute adenitis, penile lesion, urethritis e > 4 
2 29 M Everett Acute adenitis, constitutional reaction, toxic arthritis , “7 
3 52 F__ Everett Acute urethritis, adenitis, constitutional reaction ee 
4 29 M Fitchburg Acute adenitis, constitutional reaction ,o 
5 56 Waltham Acute adenitis, bloody urethritis, constitutional reaction 
6* 20 M Cambridge Acute adenitis, splenomegaly, constitutional reaction 
7 31 M Northampton Acute adenitis, urethritis (gonorrhea) 
M Boston Acute adenitis 
9 53 M Boston Acute adenitis 
10 29 M Charlestown Acute adenitis, macular erythema 
Curonic Active Disease without RectaL Stricture 
11 28 F Winchester Acute proctitis, rectal fissures, erythema nodosum, toxic arthritis 
Za sa M Boston Acute proctitis, rectal abscesses, buboes, granulomas 
13* 41 M Boston lleitis, colitis, buboes 
14 28 F Revere Proctitis, rectal fissures, fistulas, esthiomene 
Curonic Active or Latent Disease witn Recta Stricture 
15 36 F Attleboro Rectal stricture, fistulas, intermittent hydroarthrosis 
16 61 M Andover Rectal stricture, multiple fistulas, granulomas 
17 37 M Everett Rectal stricture, perianal abscess and fistula 
18 57 F Andover Rectal stricture, permanent colostomy, fistulas, buboes 
19 27 F Boston Rectal stricture, colostomy, rectovaginal fistula, rectal fistulas 
20 45 M Boston Rectal stricture, perirectal abscess, multiple fistulas 
21 34 M Arlington Rectal stricture, multiple fistulas and perirectal abscess 
22 29 M Falmouth Rectal stricture, bubo 7 years before 
23 50 M Roxbury Rectal stricture 
24 34 M Boston Rectal stricture 
25 55 F Boston Rectal stricture 
26 29 F Onset Rectal stricture 
a 6 M Boston Rectal stricture 
28 34 M New Bedford Rectal stricture 
29 38 M Boston Rectal stricture 
30" 37 M Falmouth Rectal stricture 


*Cases that probably acquired lymphogranuloma inguinale outside of New England. 


sion, and the index finger is used to dilate the re- 
mainder of the narrowed area. The patient should 
then experience great relief, and should get along 
nicely until the inevitable contraction of scar tissue 
makes it necessary to repeat the procedure. Dila- 
tation without anesthesia, at intervals after oper- 
ation, will undoubtedly prolong the effect of the 
original dilatation, but this is a painful experience 
for the patient. The importance of taking a low- 
residue diet and mineral oil should be emphasized. 

An instance may occasionally arise in which the 
perianal infection is so widespread and intractable 
that colostomy is indicated in an effort to reduce 
the amount of infection by directing the fecal cur- 
rent from the involved area. Excision of the rec- 
tum, either by abdominoperineal resection or by 
a less radical posterior procedure in conjunction 
with colostomy, has been done by others, but we 
have not as yet adopted these procedures in any 
case. A brilliant result might reasonably be ex- 
pected if the operation, more difficult than when 
carried out for cancer of the rectum because of 
the extensive perirectal inflammation, were suc- 
cessful. 

SUMMARY AND CONCLUSIONS 


We have presented 30 patients clinically typical 
of lymphogranuloma inguinale in whom the diag- 
nosis has been confirmed by the Frei test. This 
disease can no longer be regarded as climatic, 
racial or rare, for it is met in everyday practice 
in New England. The several manifestations of 
lymphogranuloma inguinale have led to unwar- 
ranted confusion with other diseases, and it is sug- 
gested that in idiopathic diseases of the lymphatic 
system and gastrointestinal tract (ileitis, colitis) 
the Frei test be employed as a routine diagnostic 
procedure. The nature and treatment of the 
process have been indicated, and, like other genito- 
infectious diseases, it should be included in the 
program of public health. 
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THE SURGERY OF THE PROSTATE, OPEN AND CLOSED, 
WITH ESPECIAL REFERENCE TO TECHNIC 


Josepu Francis McCartuy, M.D.* 
NEW YORK CITY 


T is a welcome privilege to address this associa- 

tion and to place before you, somewhat infor- 
mally, a few salient impressions and convictions 
which have been gleaned from an experience of 
many years in a field at once intriguing and high- 
ly controversial, never perhaps more so than at 
present. From my standpoint, at least, this paper 
will be successful if it is the occasion for the ex- 
position of the impressions and convictions of the 
many experts in this audience. The contempla- 
tion of a contentious subject, to be worthwhile, es- 
pecially if it concerns technical procedures that are 
in a state of flux, must be undertaken in a spirit of 
detachment. The best evidence that can be pre- 
sented as indicating my personal attempt at a 
philosophic approach to this subject, is the title of 
this discourse, which in certain sections of the 
country would be looked upon as reactionary; 
but in this center of urologic conservatism, it will 
not be so regarded. 


PERINEAL APPROACH 


To consider first a relatively minor detail in the 
perineal approach, it seems to me that the incision 
equivalent to two arms of a triangle, which is still 
used by some surgeons, is faulty. The reason for 
such a belief is the difficulty in the subsequent ap- 
position of the parts and the occasional breakdown 
at this point in the process of repair. The more 
common inverted U incision, or better still, one 
that may be illustrated by comparison with three 
arms of a trapezoid, is to be preferred. In brief, 
there are three parts to such an incision. The first 
is a transverse cut well across the perineum, which 
is connected with an oblique incision that extends 
from either end of the transverse cut to the tuber- 
osity of the ischium. In the second customary 
step, which is the opening of the fat-filled ischio- 
rectal fossa, sufficient emphasis is not placed on 
the importance of completely freeing this chan- 
nel in its entirety. The finger of the operator's left 
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7 
hand is used on the patient's left side and <vice 


versa. This manipulation is carried out in an 
upward and outward direction. This step 4vhen 
completed as above described, on both sides, greatly 
simplifies the subsequent cleavage of the mare in- 
timately adherent mesial structures. Furthér ad- 
vantages may be gained if, upon the completion of 
the above step, it is feasible to effect a further‘sep- 


aration of the prostate and the anterior rectal walk» 
This is carried out by gentle digital manipulation, . 


\ 


deep in the fossa, this time with the index finger ‘+, 


of the right hand, palmar surface upward, in the 
left fossa and vice versa. This should not be at- 
tempted in the presence of a suspected malignancy 
or of an abscess. 

The next procedure concerns the cleavage of the 
central perineal structures—the central tendon and 
the rectourethralis muscle. It has always seemed 
to me illogical, at least for the beginner or the 
occasional operator, to recommend that this dis- 
section be performed without a guiding finger in 
the rectum, for the very good reason that even 
the best of operators are exposed to the dan- 
ger of occasional injury to the latter structure. 
It should be remembered that the anterior rec- 
tal wall, external to the bifurcation of the leva- 
tor ani muscles, and proximal to the anus, takes 
an upward direction toward the bulb. The ad- 
vantage of keeping a guiding finger in the rec- 
tum until the central tendinous structures are cut 
and the bifurcation of the levators are reached 
must be altogether obvious. At this point, the an- 
terior rectal wall takes a downward sweep. There 
is nothing between this point and the prostate, 
except loose areolar tissue and the fascia of Denon- 
villiers. For this reason the guiding finger may be 
removed at this time, new gloves are put on, and 
the separation completed by careful digital separa- 
tion, with comparative safety. This technic has 


been taught and practiced by us for a good many 
years, during which period it has been our fortune 
to damage the rectal wall only once, and that dam- 
age occurred in a case of advanced malignancy of 
the prostate, which was intimately adherent to this 
structure. 


In general, our procedure is to approach the 
prostate in a manner similar to that used in the 


exposure of the seminal vesicles. The only guide 
that we employ is a flexible bougie in the urethra. 
When the prostate is adequately exposed, heavy 
traction sutures are buried deeply into both lateral 
lobes, and the prostate is drawn well into sight. 
The urethral bougie is carefully palpated, and a 
transverse incision is made posterior to the exter- 
nal sphincter muscle. At this point, the bougie, 
when observed, is withdrawn; the finger is intro- 
duced into the prostatic urethra, and the intra- 
urethral enucleation of the entire prostate is com- 
pleted. This is followed by the introduction of a 
catheter bag with gentle packing of iodoform 
gauze, in the usual manner. If a certain amount 
of plastic repair of the urethra is indicated, such 
repair is carried out. 

As our concern in this discourse is with the ex- 
position of personal impressions, it would be illogi- 
cal, even if time permitted, to enter into a detailed 
consideration of the many interesting methods of 
perineal prostatectomy, such as those that have 
been suggested by Wildbolz, and others of the 
French, Spanish and Portuguese schools of 
thought. We believe that in properly selected 
cases by the method described above, both sphinc- 
ters may be conserved and incontinence obviated. 
We entertain the conviction also that the practice 
of incising either lateral lobe, the piecemeal re- 
moval of these lobes and the subsequent removal 
of residual middle lobe tissue, is not founded upon 
true anatomic, pathologic or physiologic princi- 
ples. The profession is indebted to Hugh Young 
for his skillful exposition of this branch of urologic 


surgery. 

The chief characteristics of perineal surgery, 
which are generally conceded, are the minimal 
amount of shock and the low mortality. Upon 
the debit side of the ledger may be placed the 
occasionally prolonged and, to the patient not too 
agreeable, convalescence, the omnipresent risk of 
incontinence, either temporary or permanent, and 
finally, possible injury to the rectum. The meth- 
ods described above, in our hands, have removed 
the last two dangers mentioned. While we do 
Not practice vasectomy except occasionally in either 
a resection or a suprapubic prostatectomy, we rec- 
ommend it as a routine measure in the perineal 
operation. 

In an ever-changing field of endeavor it is un- 
wise to predict one’s future course of action con- 
cerning any given technical procedure. We can 
say, however, that we continue to regard this 
method as invaluable and that we employ it oc- 
casionally, to our patient’s advantage and for own 
peace of mind. An example is the case of a 
very old clergyman, who was emaciated and 
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asthmatic, with cardiovascular disease, complete re- 
tention and a large boggy prostate. He was un- 
usually apprehensive. A perineal prostatectomy 
was performed without postoperative incident, save 
for an asthmatic attack, which was completely 
relieved by the patient with old-fashioned stramo- 
nium leaves, after we had completely failed to 
relieve it with all the modern methods. The 
perineal method was, in our opinion, the preferred 
one to use in the case of this patient. 

Finally, it is our conviction that the only ra- 
tional means of attack on the calculous prostate is 
by way of the perineal route. 

SUPRAPUBIC PROSTATECTOMY 

While we employ perineal prostatectomy only 
occasionally, we still avail ourselves more than 
occasionally of suprapubic prostatectomy. If one 
realizes the manifold phases of acute, subacute 
and chronic prostatitis and its frequency of occur- 
rence; if one concedes that the prostate gland 
is a potential source of constitutional infection, 
that from time to time cases are encountered, where 
the gland is riddled with multiple discrete ab- 
scesses, and that every urologist of wide experi- 
ence has encountered cases where obstructing 
prostatism was associated with arthritic manifes- 
tations and where notable relief and at times cure 
of the arthritic condition has followed prostatec- 
tomy; how can the position assumed by some of 
our colleagues, that practically all cases of obstruct- 
ing prostatism are best corrected by endoscopic re- 
section, be supported on any basis of logical rea- 
soning ? 


SUPRAPUBIC TECHNIC 


We entertain some very definite ideas concern- 
ing preliminary cystotomy. First, when properly 
carried out, it should be regarded as a minor sur- 
gical procedure with a negligible mortality. Sec- 
ondly, except for a very small group of cases, the 
customary vertical abdominal incision has obvi- 
ous defects. The small group of cases wherein it 
may be appropriate includes the excessively obese 
patient and those with contracted bladders. 

Our counterproposal, and the method we have 
employed for the past 2 or 3 years, is as follows. 
A transverse incision 5 cm. in extent is made. This 
incision includes skin, subcutaneous fat and mus- 
cle sheath. The sheath is then retracted, and 
the muscle fibers are separated in a longitudinal 
direction, they in turn are retracted. The areo- 
lar connective tissue and the transversalis fascia 
are picked up with smooth forceps and incised 
with blunt-end scissors, after which the opening 
thus effected is enlarged with the same instrument. 
One then recognizes the anterior bladder wall by 
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vision and palpation. This wall is then seized 
with an Allis or other type of clamp, and is in- 
cised transversely. 

The factors essential for the success of this op- 
eration are a hyperdistended bladder and the use 
of spinal anesthesia. Finally, the incision must 
be placed 5 cm. above the symphysis, and a line 
drawn from the middle of the symphysis to the 
umbilicus should bisect the incisional line pre- 
cisely at its center. In effect it is a Pfannenstiel 
incision with the above-described modifications. 

For many years our department advocated the 
routine employment of a one-stage prostatectomy. 
For good and sufficient reasons we have abandoned 
this method. It is now customary practice with us 
to conduct this operation in two stages. The one 
disadvantage, as we see it, is the fact that the 
control of hemorrhage is for the most part effected 
manually and as a rule without vision. After the 
usual hot compresses have been introduced into 
the prostatic bed, one of several methods of hem- 
ostasis may be employed—gauze packing, the com- 
pression bag or the corrugated rubber dam. The 
first of these methods has been abandoned by some 
of us, especially by the writer, who, as Robert T. 
Morris has facetiously remarked, has passed by the 
era of taxidermy. Stuffing with gauze has many 
disadvantages; it is extremely uncomfortable to the 
patient, it constitutes an ideal method for the re- 
tention of infectious material and its removal pre- 
disposes to secondary hemorrhage. Most of us 
at the Post-Graduate Hospital have discontinued 
the use of the compression bag in suprapubic work 
because it has been found ineffective a little too 
frequently for our comfort. At the moment, it is 
the writer's practice to pack the cavity with cor- 
rugated rubber dam, which seems to be as effec- 
tive as the gauze pack or the compression bag, 
in arresting a hemorrhage. This method lessens 
the danger of prostatic bed infection and, because 
of the elasticity of the rubber dam, there is some- 
what less discomfort for the patient. A very pro- 
nounced advantage is the ease of its subsequent 
removal, and a much lower incidence of secondary 
bleeding. The disadvantage, suggested by some 
of the writer’s immediate associates, is the pos- 
sibility of its being expelled from the prostatic 
cavity during a spasm, because of its elasticity. This 
we think is obviated by carefully introducing the 
first strip well down the urethra toward the veru- 
montanum. It is our present practice to remove 
both tube and gauze on the third day, generally 
speaking. Few of us realize the apprehension 
and the discomfort that attend the removal of 
prostatic bed packing. At this time, the Ritter mod- 
ification of the Gile suction appliance is placed on 
the wound, and water or electric suction is main- 
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tained for the purpose of securing a relatively dry 
wound which, under personal care, should close 
in 2 weeks or less. A recent case closed in 6 days 
and remained so. 


Our ‘philosophy is about as follows: since we 
have not abandoned open surgery in certain se- 
lected cases, it is our patent duty constantly co 
strive for improvement or refinement in technic. 


ENDOSCOPIC RESECTION 


Endoscopic prostatic surgery will always remain 
with us. As refinements and improvements occur 
it will undoubtedly enjoy a wider field of appli- 
cation at the hands of those who have a flair for 
delicate instrumental technic. As the writer has 
stated previously, there are many otolaryngolo- 
gists but few bronchoscopists; so too, urologists are 
plentiful but experts in prostatic resection are few. 
Generally speaking, urologists who have not main- 
tained an active personal interest in diagnostic and 
operative instrumental work should not expect to 
attain real proficiency in this field. Finally—and 
we accept our share of censure for the fact—well- 
informed patients today are most reluctant to con- 
sider any form of open surgery. Ours, as my 
colleagues of New England are well aware, has 
been a middle ground. With the preceding com- 
mentary on open surgery fresh in your minds, you 
will be a bit surprised at the statement that we are 
tentatively extending the use of instrumental op- 
erative methods. As has been stated before, we 
believe that the danger inherent in electrical re- 
section is excessive coagulation. A relatively blood- 
less operation is not, ipso facto, a good one. It 
is to be inferred that the late postoperative results 
in a fair number of cases are not recorded with 
helpful frankness. The chief danger point in elec- 
trical resection of the obstructing prostate is at the 
sphincterovesical junction. In an effort to re- 
move this danger factor, we now carry out a cold 
punch excision of the obstructing mass that en- 
croaches in this region, and complete the opera- 
tion with electrical resection as previously de- 
scribed. The cases in which we have used this 
method to date have been notable for the brevity 
of postoperative macroscopic pyuria and for the 
minimal symptomatic discomfort. This combined 
method impresses us as constituting a very real ad- 
vance, and promises to widen the scope of instru- 
mental operative correction. A detailed account of 
this procedure will appear in the Journal of Urol- 
ogy (37:18 [Jan.] 1937). 


ANESTHESIA 


Inasmuch as spinal anesthesia has been men- 
tioned, it may be of interest to say a word on this 
subject. First, spinal anesthesia is essential for the 
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type of cystotomy previously described. It is of 
the greatest comfort to the operator. Unless there 
is an insistent request for a respiratory anesthetic 
on the part of the patient, spinal anesthesia is al- 
most always employed. It is or should be a “one 
man method.” Our associate, Dr. J. Sydney Rit- 
ter, has proved, at least to our satisfaction, that 60 
mg. of neocain introduced through a very fine 
needle and well diffused affords a satisfactory 
degree of anesthesia and relaxation for about 1 
hour. In open surgery, ephedrin as well as a 
slow intravenous salt solution is administered at 
the start. Blood pressure readings are taken con- 
stantly. For endoscopic resections, however, with 
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mind on both open and closed surgery. The pre- 
diction is made that with time and inevitable tech- 
nical advance, together with a more widespread 
appreciation of the technical and clinical qualifica- 
tions essential to success in this field, there will be 
a greater application of the instrumental correction 
of prostatic obstruction. We should continue to 
be dissatisfied with ourselves and our efforts. 

In the ultimate analysis, the real problem of 
prostatic ruction is its prevention. There is 
no field of medical activity so full of fruitful so- 
ciologic endeavor. The confident prediction is 
made here that many of our present-day urologists 
and all of the coming generation of urologists will 
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some exceptions, we desire to maintain a blood 
pressure range between 105 and 115, when possi- 
ble, as this amount of pressure minimizes inci- 
dental bleeding. It is only when the blood pres- 
sure drops to 100 or lower that the infusion is 
started, or ephedrin administered, or both. The 
blood: pressure readings are routinely recorded on 
a blackboard so that the operator can readily fol- 
low the fluctuations. Unless the pressure is high, 
intravenous salt solution is given routinely at the 
conclusion of the operation, while the patient is 
still on the table. Evipal and other of the newer 
drug anesthetics are used from time to time, but 
we invariably return to spinal anesthesia as above 
mentioned. The method as here outlined has been 
used in our department for the past 2 years with- 
out incident. 


SUMMARY 


There still remains a considerable field for open 
surgery in the management of the obstructing 
prostate. Urologists should maintain an open 


find in this work one of their most important fields 


of activity. 

In the illustrated instruments,—the visualized 
prostatic electrotome and_ visualized prostatic 
punch,—there is placed at the disposal of urologists 
an effective armamentarium for the accomplish- 
ment of this objective. It remains for us urolo- 
gists to acquaint our medical confreres with the 
importance to their patients in the 50 year zone of 
nocturia, diminished projectile force, hesitancy at 
the onset, prolonged micturitional act, terminal 
dribbling and other similar manifestations. It 
should be a routine measure to estimate residual 
urine in such cases. The prostatic massage that 
is so commonly employed for these conditions is 
something worse than an absurdity. 

Finally, the urologic branch of the profession is 
in a position to prevent the debilitating sequelae 
of advancing prostatism and to prolong the eco- 
nomic usefulness, comfort and peace of mind of the 
generation now entering the twilight zone of life. 
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Discussion 


Dr. C. L. Demine: Dr. McCarthy has given us what I 
think is a modern idea of the prostatic problem. I am 
sure you are all prostate-minded. I declare the paper 
open for discussion. 


Dr. W. C. Quinsy: We always notice advances as we 
grow older. Ten years ago Dr. McCarthy, with his un- 
usual ingenuity, had begun to be famous for a method 
of attacking prostatic hypertrophy, with which none of 
us agreed. We rather tended to disregard the results ob- 
tained by treating prostatic hypertrophy through the 
urethra, a method which he advocated. It sounded and 
seemed to be a procedure which could have no important 
aspect, and I do not think he ever claimed that removal 
was totally satisfactory. But he continued to use this 
method, the patient's difficulty was relieved, and that was 
sufficient reward for his work. But times pass, and his 
ingenuity continues. I should like to call your attention 
to the important aspect of his communication to us to- 
night, which is this: he has demonstrated himself to us 
as an individual whose psychology is different from that 
of the ordinary run of men. It is different and distinctly 
better. Dr. McCarthy has demonstrated himself to be 
an individual of such breadth of mind that he is known 
the world over for his devices and for his endoscopic re- 
section of the prostate. In spite of this, he has shown 
himself to be what I have said when he advises other 
types of operation, not including in some instances the 
use of his original method itself. I give him my heart- 
felt commendation, because the hardest thing in the 
world for a person to do is to realize that what he is 
doing in his own field is not the whole story. It has not 
been the whole story in our hands. Those surgeons who 
operate on all prostates with one method only have senile 
myopia. Maybe their brains are all right, but they are 
traveling in one track. One must adapt one’s approach 
to the patient as he presents his troubles. We are really 
exceedingly fortunate in hearing this fine demonstration 
from Dr. McCarthy. 


Dr. J. D. Barney: Dr. Quinby has anticipated what I 
was going to say. Dr. McCarthy has attained a worid- 
wide reputation for his work and for his apparatus, and 
we know him as an endoscopic operator—if that is the 
proper term. I think he has sounded the keynote in say- 
ing that certain prostates should be treated in one way 
and others in another. I cannot believe that prostatic re- 
section is the operation of choice. We do it perhaps less 
here in Boston than elsewhere; and I am surprised with 
the enormous amount of work and writing on this type 
of operation that is done in other cities. There is more than 
one way to approach prostatic operations. I think we 
must select our cases carefully and adopt the method 
that is most appropriate. I think to have Dr. McCarthy 
come here and admit other ways of doing prostatic opera- 
tions than his own is one of the most wonderful things | 
have ever heard. 


Dr. E. J. O'Brien: Dr. McCarthy, | congratulate you 
on your paper. | have done a great many resections, and 
I am glad for some of the things you stated here tonight. 
In Philadelphia and in other places, some men have ad- 
vocated that primary drainage is not necessary. They 
claim that if it is used, the residual urine back pressure 
and the nonprotein nitrogen are reduced. I think the 


patient should be properly prepared, and I am glad Dr. 
McCarthy emphasized the necessity for this. 
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Dr. G. G. Smitu: There is relatively little to be said 
after Dr. McCarthy's frank discussion of this subject. 1 
was very much interested in his picture of perineal 
prostatectomy. I have been prone to use this method, 
and I think it has a few drawbacks, but in general I 
find it very satisfactory. I cannot agree with Dr. McCar- 
thy that the convalescence from the perineal operation is 
more uncomfortable than that after a suprapubic prosta- 
tectomy. I think the perineal operation is remarkable 
for its ease and comfort to the patient. Of course the 
suprapubic operation is almost foolproof, and yet one 
reads of patients left with total incontinence even after 
that procedure. 

There is one error that I find in the writings of a 
good many urologists. They operate for total removal of 
the prostate by a suprapubic enucleation. I do not be- 
lieve anybody in his right mind would remove the pros- 
tate totally by this method. There have been some men 
who advocate total prostatectomy for cancer by suprapubic 
enucleation, but it seems to me that it leaves a large gap 
between the bladder neck and the urethra. When this 
gap closes, there is a functionless sphincter. I think we 
should remember the principles and never intentionally 
entirely remove the prostate by either the perineal or the 
suprapubic method. If it is entirely removed, it means 
the operator has entered the wrong layer of cleavage and 
has done more damage than he intended to do. 


I have been very much elated by some of Dr. McCar- 
thy’s remarks about endoscopic resections. I have done 
them like the rest. It seems to me that this operation is 
one that should be supplementary to prostatectomy and 
should not take its place. There are a large number of 
prostates that are not susceptible to enucleati the some- 
what fibrous prostates, and some of the malignant pros- 
tates. If one tries to enucleate the prostate in such cases, 
he finds that there is no line of cleavage. He goes in and 
finds simply a fibrous bladder neck. Such cases, it seems 
to me, are suited to endoscopic resection. 

The chief objections to prostatic resection, as I have 
met them in my own practice, have been that the results 
from this method have not been so completely satisfac- 
tory as the results from prostatectomy. The prostate is 
not infrequently hard and seriously infected. One can 
massage a large amount of pus from it for months, and 
the urine remains infected for months in a considerable 
number of cases. Whether I use too hot a current I am 
not sure. That may be a factor. If one cuts a cross 
section or a coronal section through a prostate gland and 
sees how it enlarges and develops underneath the trigone, 
I do not see how one can remove it without taking out 
more of the bladder neck than is desirable. 

I have been very much enlightened by Dr. McCarthy's 
paper, and I appreciate very much his coming here to- 
night. 


Dr. F. H. Corsy: Dr. McCarthy's advice has always 
been good. I think we feel the way he does about 
prostatic surgery. There are the various types,—suprapubic, 
perineal, transurethral,—and as Dr. Quinby said, one who 
does but one type operaticn has a single-track mind. 

Regarding the transurethral method, it has been point- 
ed out many times that infection is the main thing we 
have to fear. Hemorrhage with Dr. McCarthy's good 
visualization can be controlled by coagulation, and is not 
so serious a factor as it was in the days of the Young 
punch. Infection is the chief danger—infection plus co- 
agulated tissue. Prostatic operations should be done with 
as much asepsis as is used in an abdominal operation. I 
feel that very strongly. One thing that has contributed a 
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good deal in transurethral surgery has been the prepara- 
tion of the patient and, in certain instances, particularly, 
the use of one of the newer urinary antiseptics, such as 
mandelic acid, about which one hears a good deal at 
present. I think the majority of our patients with in- 
fected residual urine have colon bacilli as the dominating 
organism. In certain instances the bladder can be 
rendered sterile before operation with a preoperative 
course of mandelic acid. In a recent patient, in spite of 
infected residual urine amounting to 200 cc. I have 
been able to render the urine sterile by culture before 
operation by giving mandelic acid. A transurethral re- 
section was done with no postoperative difficulty; and al- 
though the patient did not remain culturally sterile after 
operation, I am sure it contributed a great deal in the 
ease of convalescence and the good result that occurred 
afterward. I think we shall find that this addition is 
one of distinct value. 


Dr. W. A. Manoney: I am a little surprised at this 
meeting of the New England Branch of the American 
Urological Association in that the members so heartily 
agree with Dr. McCarthy. We are all doctors, and most 
of us are far removed from Boston. We are not Quinbys, 
Smiths and Demings. Most of us have to treat people 
with conditions of acute retention, old arteriosclerotic pa- 
tients in extremis. We do the best we can. I know that 
we all know how much arteriosclerosis the patient has 
and what the renal function test is and what the urea 
clearance test is. Out in New England, in the lost 
provinces, I still think we have a problem to solve. We 
all know how to do a suprapubic and a perineal prosta- 
tectomy; and I think every man knows how to put in 
a cystoscope and knows what he sees. But I think with 
these other men, if in their judgment they think they 
can do a transurethral prostatectomy, that is what they 
should do! 


Dr. J. E. Kerney: I was very glad to hear Dr. McCar- 
thy’s liberal views about the different kinds of prosta- 
tectomies, because he has become famous for his methods 
of operating and for his instruments. My principal object 
in speaking is to try to get some information from 
Dr. McCarthy about the relative value of the spark gap 
machine, the cutting and coagulating machines and the 
tube machines. I have done about 170 endoscopic re- 
sections. With some of the spark gap machines there 
was considerable slough, and with some of the tube ma- 
chines there was too much hemorrhage and not enough 
coagulation. I recently tried in one of the local hospitals 
a small machine that did good cutting. The represen- 
tative of the electrical company that makes the machine 
was with me at the operation. There was great difh- 
culty in controlling the hemorrhage. He told me that 
with this tube machine, one could control the hemorrhage 
by changing the coil. It was possible to get more coagu- 
lation with the cutting current. Up to the present time 
I have found one spark gap machine to be the most re- 
liable both in cutting and in coagulating. In other words, 
this one machine cuts beautifully and coagulates instan- 
taneously. With some of the tube machines I have been 
unable to get prompt stoppage of hemorrhage. I should 
like to ask Dr. McCarthy what his opinion is about the 
relative value of the tube and the spark gap machines. 


Dr. Deminc: I have enjoyed Dr. McCarthy’s paper 
immensely. There are two things that trouble me a 
great deal, and one is the relation between the electro- 
tome and the so-called cold cutting knife in transurethral 
surgery. He can tell us the difference; but, can he give 
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dures is a big problem. I have compared the end Its 
of transurethral surgery and the end results of perineal 
removal and suprapubic removal of prostatic 

I am yet to be convinced, probably | shall be, of 
value of mandelic acid in resection cases; the case is not 
perfect until the urine is sterile, microscopically and cul- 


the greater number of patients cleared earlier of infection 
with surgical procedures rather than with transurethral 
es. 

I should like to have Dr. McCarthy give his opinion 
with regard to the clearing of infection with transurethral 
and surgical procedures. 

McCartuy (closing): I do not like reading a paper 

So I thought I would give my paper 
informally. I knew I should forget something. 


The first thing was anesthesia. The suprapubic technic 
calls for spinal anesthesia. One should have complete 
anesthesia without a heaving abdomen. I have an antip- 
athy in any bladder surgery to a heaving abdomen caused 
by any kind of inspiration anesthetic. We have tried evipal 
and all the other anesthetics, and invariably we go back 
to spinal anesthesia. The novocain is injected through 
a small-caliber needle and is well diffused. The administer- 
ing of spinal anesthesia is a “one man method.” Every 
intern in the department who tries doing it will cause 
a death. Our technic is a little different. We have used it 
in all kinds of cases, good and bad risks, myocardial cases, 
and so forth. The last patient we did was an old doctor 
from the Midwest and a bad risk. Like many doctors, 
with prostatic obstruction, he had catheterized himself for 
5 years, and when he reached the point where he had to 
do it every 2 hours, he decided to have a transurethral 
resection. Fifty to 60 mg. of novocain will give 1 hour 
of good operating. We also give some of our patients 
ephedrine. We start a small intravenous injection of salt 
solution and take constant blood pressure readings. 1 think 
one gets a certain peace of mind, when operating with 
spinal anesthesia, in knowing what is happening to the 
blood pressure during the course of the operation. 1 think 
intravenous salt solution is one of the greatest antidotes 
for spinal anesthesia poisoning. In transurethral opera- 
tions, we want the blood pressure to come down. We 
like to have it between 105 and 115. Of course, some 
patients ordinarily have a very much higher blood pres- 
sure. I can tell what the blood pressure is by the amount 
of bleeding at the time of operation. The blood pressure 
readings are placed on the blackboard so I can see 
them while I am operating. In the transurethral pro- 
cedure, we do not give ephedrine because we want the 
blood pressure to come down. We have the needle ready 
for an intravenous injection, but we do not give it un- 
less the blood pressure drops below 100. At the termina- 
tion of the operation, we start an injection and try to 
build up the blood pressure, because, if we are going to 
get bleeding, we want it to happen while the patient is 
still on the table. 

The amount of tissue to be removed was brought up 
by Dr. O’Brien. There are extremes in that field as 
there are in the whole subject. I am about midway. 1 
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us the up-to-date information in regard to the two meth- 
ods of removal of tissue as a result of the use of these 
instruments? 

Secondly, the problem of infection has troubled me 

greatly. That is the reason why I gave you my paper 

2 years ago. I am still of the same opinion that the 

infection which follows the use of transurethral proce- 

turally. There are few patients operated upon by the trans- 

urethral method who cleared within a short period. By far 
| 
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think adequate canalization is necessary; one should be 
careful not to leave any protruding lateral lobe because 
if there is only a very small amount present at the begin- 
ning, more and more appears, and at the end of the op- 
eration one wonders where it all came from. With com- 
plete canalization one can get good results. 

The perineal procedure, of course, is the only operation 
for malignancy of the prostate in very early cases; but how 
frequently does one find the early cases? Dr. Smith does. 
We know extension the capsule occurs early. We 
know the means of early diagnosis is by the finger. Once 
the diagnosis is made it is rather difficult to determine 
the extent of the growth beyond the capsule. 

Now they talk about endoscopic resections for prostatic 
calculus quite glibly and with finality. I do not believe 
Dr. Quinby, Dr. Smith or any of the experienced men 
will concur with that. If one knows anything about 
pathology, one realizes that the only way to handle pros- 
tatic calculi is by the perineal procedure. Anybody with 
clinical experience knows that. Some of those who make 
such claims for ic resections are not too happy 
with a scalpel in hand. 

From the standpoint of amelioration, which does not 
mean permanent relief, endoscopic resection, if nothing 
else, constitutes a revolutionary change in prostatic sur- 
gery. Concerning radiation in prostatic cancer, I do not 
think very much of x-ray, but the patient's pain is 
ameliorated. X-ray kills the pain, stops the bleeding and 
kills the patient. Ballinger uses the Coutard 
which consists of short exposures over a long period of 
time. He claims that those patients live longer in com- 
paratively greater comfort if x-ray is used as a preliminary 

re to ic resection; moreover it is supposed 
to facilitate resection. 

As for the results after resection and after prostatec- 
tomy, since the advent of resection, the rate of prostatec- 
tomy has more or less risen. It has been a wonderful 
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procedure, but there are aftermaths. We must recall that 
there have been many prostatectomies that have infected 
urine after ation. 

In regard to pyuria, much has been written about the 
cystitis from endoscopic resections. I have tried to look 
at it honestly. This is the observation I have made. Such 
pyuria cases may persist for several months, even longer, 
and then one day between visits the patient comes in 
with perfectly clear urine. The observation here is that 
there has been a superficial desquamation of the tissue 
that has been coagulated. The infection has not been 
so deep-seated as some think. 

I know nothing about the electrophysics of cutting 
currents. I know that the tube type current cuts with 
superficial tissue coagulation, For that reason pieces re- 
moved by me are subjected to a histologic examination. 
When there is no hemorrhage, there is carbonization and 
not coagulation. I have always regarded the spark gap 
current from the standpoint of cutting as something com- 
parable to watering a New York apartment flowerpot 
with a fire hose. 

I use the spark gap current for isolated bleeding. I use 
a Foley's bag if I can stop the after-bleeding. If I cannot, 
I go in and look for the bleeding point. My aim is to 
cauterize without cooking the tissue. When I get through 
with a case, it looks clean. With the spark gap machine 
it looks as if it had been cooked. I do not want my pros- 
tate treated that way. If you will recall some of my earlier 
communications, it will be noted that I did open prostate 
operations. I have reported it as I have seen it and have 
digested in my mind my own operating experience and 
disregarded the opinion of others, because if one is experi- 
enced in a field of operating, one should report facts as one 
sees them and not according to what others may think 
of them. 

I thank you very much for the opportunity of being 
here and for the fine discussion. 


COURT UPHOLDS GOVERNMENT STAND 
ON GAUZE BANDAGES 

The stand of the federal government that gauze band- 
ages, represented as “sterile” or “sterilized,” should in 
fact be free from germs when purchased by the ultimate 
consumer, has been upheld in court. The Federal Court 
for the Southern District of New York (New York City) 
has decided that the bandages of the Bay Co., Bridgeport, 
Conn., a subsidiary of Parke, Davis & Co., were drugs, 
subject to regulation under the Food and Drugs Act, and 
that because they were contaminated with bacteria they 
were both adulterated and misbranded. 

When the bandages were seized by federal authorities, 
counsel for the claimant contended that such articles were 
not “drugs” within the definition of that term as used in 
the Food and Drugs Act, and that therefore the law does 
not apply. The definition classifies as a drug “any sub- 


stance or mixture of substances intended to be used for 
the cure, mitigation or prevention of disease.” 

The government presented evidence to show that gauze 
bandages are used for packing and dressing wounds, 
draining infected wounds, packing to stop bleeding, and 
various other similar uses. The court held that gauze 
bandages rightly come within the statutory definition of 
“drug.” Especially is this true, said the court, of a band- 
age labeled “Prepared for Surgical Use,” as in this case. 

The decision, which judicially defines a bandage as a 
drug, gives support to the campaign carried on during the 
past year against unsterile articles of this sort masquerad- 
ing as sterilized. During that period there have been seized 
on instructions of the Food and Drug Administration of 
the U. S. Department of Agriculture, 5,500 packages of 
absorbent cotton, 6,800 packages of bandages, 28,000 ad- 
hesive compresses, 90 packages of adhesive plaster, 35 
first-aid kits containing unsterile cotton and bandage, 
6,000 gauze pads and 4 boxes of unsterile surgical su- 
tures.—U. S$. Department of Agriculture. 
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PROGRESS IN ANESTHESIA 


Russett F. Suetpon, M.D.* 
BOSTON 


URTHER progress in the recognition of 

American anesthetists by the general medical 
profession took place in 1936. At its session in 
Kansas City, the Section on Surgery of the Ameri- 
can Medical Association’ voted that “the Chair- 
man be authorized to appoint three members to 
co-operate with the National Board of Anesthetists 
and the American Society of Regional Anesthetists 
in establishing a national board for certification in 
anesthesia and to report to the Section at the meet- 
ing in 1937.” In the Section on Pharmacology and 
Therapeutics’ the following resolution was pre- 
sented: “The Section respectfully requests the 
House of Delegates to consider favorably the es- 
tablishment of a Section on Anesthesia, with the 
understanding that such a section would not be as- 
sociated with the Section on Pharmacology and 
Therapeutics.” Since the responsibility for this 
course rests with the Council on Scientific Assem- 
bly, the resolution was referred to that body. 

The American Society of Regional Anesthesia 
is an incorporated body. The American So- 
ciety of Anesthetists has become incorporated. 
Anesthetists, therefore, are taking the necessary 
preliminary steps. California and Indiana al- 
ready have sections on anesthesia in their respec- 
tive state societies, and active steps are under way 
to create similar sections in the New York and 
Massachusetts medical societies. All friends of an- 
esthesia were urged to attend the 1937 session of 
the American Medical Association at Atlantic City 
and to help in the establishment of a section of 
anesthesia in the national organization. Anes- 
thetists were urged to register under “Anesthesia” 
in the Section on Surgery. 

That professional interest in anesthesia is gain- 
ing is shown by the great increase in the number 
of anesthetists and in the enthusiasm displayed at 
the 1936 convention in Philadelphia. A still 
larger gathering occurred at Atlantic City, since all 
the units of the Associated Anesthetists of the 
United States and Canada with the addition of the 
American Society of Anesthetists, Inc., participated. 

What is the situation in the United States today 
regarding anesthesia? On May 18, 1936, the Cali- 
fornia Supreme Court’ decided “that the practice 
of the lay anesthetist, under supervision of a li- 
censed surgeon, is not a violation of the State Med- 
ical Practice Act.” But Chalmers-Francis goes on 
to state that “on the operating table the life of a 
patient too often hangs on a thread of ‘nicety of 
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judgment’ held by the anesthetist guard. To pre- 
tend that this can be supervised and directed by 
the fullback surgeon, engrossed in his separate oc- 
cupation, is the essence of charlatanism. The pub- 
lic must be protected by the best standards of med- 
ical education in the diagnosing and prescribing 
for this urgent risk. . . . The American Medi- 
cal Association will recognize the American anes- 
thetist because he is a part of ethical medicine, and 
entitled to recognition.” 

A survey of anesthesia in the United States was 
made in 1935 by a very intelligent Australian.‘ 
He arrived at the astonishing conclusion that 97 
per cent of the anesthetizing in the United States 
is performed by nurse anesthetists. In scattered in- 
stances the “anesthetically ignorant profession” has 
been shown the advantages of learning anesthesia. 
If this observation is correct, who can blame an 
intern’ for giving thanks to “the deft direction 
of more experienced hands (the nurse anesthetist) 
in the majority of hospitals” for his instruction 
in anesthesia ? 

“To do a work that demands the greatest de- 
gree of mental alertness and physical fitness, the 
keenest functioning of all her senses because it 
requires instantaneous recognition of the earliest 
manifestations of untoward signs and symptoms 
and immediate and effective preventive measures 
for which she alone is responsible’—these are 
not words of wisdom from one of Dr. Chalmers- 
Francis’s assistants, but from an article by a nurse 
anesthetist." The article from which this quota- 
tion is taken gives also an excellent exposition of 
the exploitation of the nurse anesthetist, as prac- 
ticed in some hospitals. A practical plan for the 
gradual substitution of professional for technician 
anesthesia is offered by McMechan.’ 


A survey by an American writer on the educa- 
tion of medical students in anesthesia is also of 
interest. Schwartz* describes the situation as de- 
plorable and says: “The profession as a whole 
should be cognizant of the sad neglect of a branch 
of medicine that is so widely practiced and which 
so rightfully belongs within the bounds of the 
medical profession.” 

McNearney’ outlines the St. Louis plan,—a two- 
year course, open only after junior internship, for 
the development and training of physicians in anes- 
thesia,—and gives a list of the schools and hos- 
pitals in the United States where anesthesia is 
taught. Opportunities for training, therefore, 
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are not now totally lacking. Waters’ states: “The 
acquisition of a mastery of anesthesia in art and 
practice, with an appreciation of the underlying 
physiology and pharmacology, involves for the 
average medical graduate an intensive training of 
not less than three years.” 

Guedel," in a series of articles, gives an excellent 
teaching outline for students and interns in inhala- 
tion anesthesia. These are embodied in an excel- 
lent textbook which is now on the market. The 
need for an adequate compact book on the teach- 
ing of inhalation anesthesia is now filled. 


In many parts of the country, hospital service 
corporations are being formed in order to make 
the financial burden of hospital care easier. A 
vote of the Boston Society of Anesthetists passed 
in November, 1936, expresses the views of most 
anesthetists on the subject of their inclusion in 
such a plan. This is'*: “Resolved that it is the 
sense of this society that the Hospital Prepay- 
ment Plan as at present drawn up would, if the 
anesthetists should be included, tend to reduce 
them toward the position of technicians, would 
tend to place them under the control of the hos- 
pitals and would set them apart from other 
branches of medicine; that these influences would 
tend to stop progress in anesthesia and to push 
the practice of anesthesia back to its status of a 
few decades ago, and would ultimately result in 
poorer service to the patient; and that for these 
reasons the society stands against being included 
in the contract as now p P 

In its 1936 program of postgraduate courses to 
practitioners throughout the state, the Massachu- 
setts Medical Society included for the first time 
the subject of anesthesia."* Dr. Wiggin states 
that these lectures have been well attended, and 
much interest has been shown. 

A review of the literature for 1936 is handi- 
capped at once by the publication of a special 
Symposium on Anesthesia*® by the American Jour- 
nal of Surgery in December. Edited by an anes- 
thetist, Dr. Henry S. Ruth, of Philadelphia, it 
combines in one volume a complete review of 
present-day anesthesiology (anesthesia in all its 
. forms, gas therapy [pneumatology] and _resusci- 
tation), each division and subdivision being cov- 
ered by the foremost authorities in their particular 
fields. It is safe to say that no finer presentation 
vt the subject has ever appeared in any publica- 


Theat appearing in the journal of our small- 
est state, which does not have a large national cir- 
culation, Miller’s'* contribution to the science of 
anesthesia by his work with the synchronous pneu- 
mograph is of prime importance. Scientific proof 
is now at hand to show that the transition from 
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the second to the third plane of the third stage 
of ether anesthesia occurs at the point of cessation 
of thoracic respiration. Guedel and others have 
long believed this to be true, but Miller has now 
supplied the scientific evidence. 

A few outstanding articles of general interest 
should be mentioned, such as those by Eversole** 
on “Anesthetic emergencies,” the series entitled 
“The Pharmacopoeia and the physician,” running 
in the Journal of the American Medical Associa- 
tion, especially those relating to local anesthesia’® 
and hypnotics,'* and the studies of Weiss'* on hyp- 
notics. The experimental work on the electro- 


chemical reactions of anesthesia and anesthetic - 


drugs by Burge’® *° is worthy of special mention, | 
both for interest in the fish and dog experiments ‘ 
and for the conclusion that in anesthesia the cere- : 
bral cortex is electropositive. 


The safety of nitrous oxide anesthesia was for- 
merly emphasized. But with the small percentage 
of oxygen allowable with that agent, in compari- 
son with the much larger amounts allowable with 
cyclopropane, our former ideas may need revi- 
sion. Chorea insaniens has been recognized by 
neurologists as an untoward sequel of nitrous 
oxide anesthesia," and now, from Ann Arbor,” 
comes a careful study of damage to the cortex and 
basal ganglia following that anesthetic. Three 
cases are reviewed, and 27 collected from the liter- 
ature. Damage may occur without cyanosis, and, 
since the changes are slow in development, death 
may subvene before they have occurred. 

As observed by Troup,‘ the spinal anesthesia 
situation is still in the melting-pot. Certain funda- 
mental studies appeared in 1936, however, nota- 
bly those of Co Tui** and Saklad.** The latter 
clarifies the situation by his masterly presentation of 
the subject in the December issue of the American 
Journal of Surgery. Tovell*® introduces the inha- 
lation of benzedrine in a frangible ampoule for 
the relief of falling blood pressure. He believes 
this method warrants further trial. 

The study of analeptic drugs has continued, but, 
as to the relative merits and indications for cora- 
mine, metrazol or picrotoxin, one is still in the 
dark. As stated in the review of 1935, there is 
probably merit in all of them. Henderson” cites 
particularly the value of coramine, but recom- 
mends dosages larger than those advised by the 
manufacturers. He regards it as a safe drug, valu- 
able in depression of the respiratory centre, and 
one that is not only for the anesthetist but for 
every physician’s emergency kit. 

Of special interest is a study of artificial .respira- 
tion,” which shows that the best gas exchange is 
provided by the Sylvester method, discarded by 
some. Naturally, this is the method of choice in 
the usual position on the operating table. 


3 

4 
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Sperber™ indicates a new therapeutic use of so- 
dium evipal by reporting its effectiveness in 3 
- cases of delirium tremens. Oxygen is, of course, 
useful in many conditions other than in anesthesia, 
but every anesthetist should understand the care 
and operation of oxygen tents. A simple device 
for testing the oxygen content in such tents or 
chambers is presented by Riseman and Lesnick.” 

Merely listing the table of contents of the sym- 
posium®® previously referred to is entirely inade- 
quate for a description of Dr. Ruth’s production. 
Editorials by three of America’s leading surgeons 
precede subjects of general interest, such as an 
evaluation of risks, the choice of anesthetic and 
premedication, which are contributed by lead- 
ing anesthetists. A pharmacologic study by Bar- 
bour, of New Haven, follows. Waters gives a 
picture of the present status of inhalation anesthe- 
sia; and the endotracheal method and the carbon 
dioxide absorption technic, are described by Magill 
and Rovenstine, respectively. Obstetric analgesics 
are presented by Caine of New Orleans, anesthe- 
sia in children by Robson of Toronto, and a lab- 
oratory study of ether convulsions by Rosenow 
and Tovell. Anesthesia and liver function are 
discussed by Bourne, ventricular fibrillation by 
Guedel and Knoefel—and so on. Chapters on gas 
therapy by Barach and on resuscitation by Flagg 
are further examples of the policy of seeking the 
source of knowledge in each field. Other arti- 
cles are those on intravenous anesthesia by Lundy, 
caudal and transsacral block by Sword, and epi- 
dural anesthesia by Odom. 
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FARM POPULATION REDUCED SLIGHTLY 
DURING 1936 


A farm population of 31,729,000 persons as of January 
1, 1937, was recently estimated by the Bureau of Agri- 
cultural Economics, compared with 31,809,000 on Janu- 
ary 1, 1936. The net loss of 80,000 persons represents the 
first decrease in farm population since 1929. 


was almost entirely offset by an excess of farm births 
over deaths: births were estimated at 716,000, deaths at 
349,000. 


smallest, and the number of 
years of Bureau records. The number of persons 
to farms was the second smallest duri i 


during the World War. Following the war, farm popu- 
lation increased until 1921. 


“Farm population decreased between 1922 and 1929, 
and at the beginning of 1930 there were fewer people on 
farms than there had been at any time since the World 
War. From 1930 to 1936 farm population increased 
somewhat. During the past 4 years the number of 

le on farms has remained nearly constant, changing 
by less than 100,000 each year.” 

The figures reveal that the farm population now is 
little less than the peak figure of 32,076,960 persons re- 
ported for 1910, but much larger than the low of 30,169,- 
000 persons reported for 1930. The Bureau said that 
“the result of all the changes of the last 27 vears is that 
the farm population today is about | per cent less than in 
1910.” 

Although the number of persons in the United States 
has increased by nearly 40 per cent since 1910, the num- 
ber of persons living on farms today is slightly less than 
it was in that year. Since 1920, however, more 
have moved from farms than to farms during every year 
except 1932. 

The Bureau pointed out that the increase in farm 
population between 1930 and 1935 was due more to the 
fact that fewer people were moving to towns and cities 
than to any great “back-to-the-land movement.” But with 
the resumption of urban employment opportunities in re- 
cent years, there has been an increase in net migration 
from farms.~--U. S. Department of Agriculture. 
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The Bureau reported that 1,166,000 persons left farms 
last year, and that 719,000 moved to farms from villages, 
towns and cities. But the net migration off the farms 
: The number of births on farms last year was the 
, in 15 
| moving 
period, 
; and the number of persons moving off farms also was the 
second smallest. 
: The Bureau said that “with a decrease in farm popula- 
7 tion there is a reversal of the trend observed during the 
4 years 1930-35, when farm population increased every 
year. Since 1910 there have been several periods when 
the farm population reported decreases. From 1910 to 
1918 there was a decrease which became pronounced 
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CASE 23271 


PRESENTATION OF CasE 


A 48-year-old English dairy worker was ad- 
mitted complaining of cough and chest pain. 

About a year before entry, although the patient 
felt comparatively well, it was noted by friends 
that he had obviously lost weight. The patient, 

, had no symptoms until 3 months later, 

when he began to have severe knifelike pain in 
the lower portion of the left side of the chest, 
which he attributed to a blow from a heavy object. 
After about 3 weeks in bed he began to cough. 
This caused an increase in pain and was produc- 
tive of a small amount of foul-smelling, blood- 
streaked sputum, which increased rapidly in 
amount. Eight months before admission he noted 
a tender mass, about the size of an orange, in the 
region previously injured. A physician made a 
small incision in the mass, and a large amount 
of pus was expressed. Subsequently a sinus formed 
in this region and continued to drain purulent 
material. The patient returned to work, how- 
ever. The cough and foul, blood-streaked sputum 
continued, and there was gradually progressive 
loss of weight and strength until the patient was 
forced to give up work, 3 months before admis- 
sion. He remained in bed for about a week, but 
finally arose because the supine position increased 
the severity of the cough and produced shortness 
of breath. Subsequently he was confined to a 
chair, day and night, where a moderate degree of 
comfort was obtained. Chest pain, dyspnea and 
orthopnea progressively increased in_ severity. 
About a month before coming to the hospital the 
sinus tract closed spontaneously, but 3 weeks later 
reopened and again discharged purulent material. 
During the 5 weeks preceding entry the tempera- 
ture ranged irregularly up to 105°F. 

The past history is noncontributory. 


Physical examination showed a poorly developed, 
emaciated, dyspneic man complaining of pain in 
the chest. The skin was dry and hot, and the 
mucous membranes were pale. There was a small 
draining sinus in the lower anterior portion of the 
left axilla, and the surrounding tissue bulged. The 
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left chest was immobile, and there was inspira- 
tory retraction of the interspaces on the right side. 
The left chest was dull to flat, downward from 
the upper scapular region posteriorly and from 
the third rib anteriorly. Breath sounds were ab- 
sent in this region, and at the left apex they were 
harsh in character. There was dulness in the right 
chest anteriorly over the region of the displaced 
heart, but the remainder of this side was nega- 
tive. The apex impulse of the heart was palpated 
in the right anterior axillary line. The sounds 
were of fair quality, but numerous extrasystoles 
were heard. There were no murmurs. The blood 
pressure was 125/75. The liver extended four 
fingerbreadths beneath the costal margin, and its 
edge was tender. The spleen was not felt. ‘The 
fingers exhibited marked clubbing, and there was 
pitting edema of the ankles. 


The temperature was 100°F., the pulse 120. The 
respirations were 30. 

Examination of the urine showed a specific grav- 
ity of 1.020, with a slight trace of albumin. The 
sediment was negative. The blood showed a red 
cell count of 4,200,000, with a hemoglobin of 70 
per cent. The white cell count was 20,200, 97 per 
cent polymorph lears. The sputum was thick, 
mucoid and greenish in appearance, and examina- 
tion revealed neither blood nor tubercle bacilli. A 
blood Hinton test was negative. The nonprotein 
nitrogen of the blood serum was 25 mg. per cent 
and the serum protein was 4.8 gm. per cent. 

An x-ray film of the chest showed obliteration 
of the left lung field by a homogeneous, or by in- 
creased density, most marked in the lower two 
thirds. The border of the heart and the left side of 
the diaphragm were obscured. The extreme apices 
were relatively clear, but the lung markings in 
these regions were poorly defined. The heart and 
supracardiac shadow were displaced to the right. 
There was definitely increased density at the right 
hilus, and the markings of the right lung field 
were increased. The right diaphragm was well 
visualized, and the costophrenic angle clear. 

On the day of entry a left thoracentesis pro- 
duced 500 cc. of thick, yellowish white, purulent 
material from which Type III pneumococcus was 
grown. On the third day the ninth left rib was 
resected, and a thoracotomy performed. The 
pleura was moderately thickened, and following 
incision there was a great gush of thin, cloudy, 
odorless pus. An exploring finger showed a large 
cavity believed to be the free pleural cavity. A 
rubber drainage tube was inserted. Following op- 
eration the patient became more comfortable, but 
his temperature fluctuated up to 101°F. A con- 
siderable amount of purulent, nonodorous mate- 
rial drained from the thoracotomy tube. Five 
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days postoperatively another x-ray film of the 
chest showed marked improvement in the appear- 
ance of the left lung field. Satisfactory drainage 
appeared to be established. A moderate degree of 
mottled density persisted below the level of the 
second rib anteriorly. For several days the patient 
appeared to improve, but 2 weeks after entry he 
became rather weak. A portable x-ray film showed 
a small pneumothorax on the left side. The left 
lower lobe, however, was not collapsed. Collapse 
evidently was prevented by the presence of con- 
solidation within the lobe. Associated with the 
consolidation there were several questionable 1r- 
regular intralobar cavities. The presence of fluid 
in the pleural cavity could not be determined, 
since the film was taken in the horizontal posi- 
tion. There was mottled consolidation’ present in 
the right lower lobe. His condition subsequently 
became progressively worse, and he died on the 
seventeenth hospital day. 


X-Ray INTERPRETATION 


Dr. Georce W. Homes: The first film was taken 
before the tap and shows, as described in the 
text, dulness throughout the greater portion of the 
left lung field, more marked below the level of 
the second rib. The upper border of the dull 
area is somewhat rounded, suggesting encapsulated 
fluid. The heart is displaced to the opposite side, 
which is some evidence of free fluid. The lung 
on the right appears normal, with the exception 
of a moderate amount of thickening around the 
root. Considering that this plate was taken with 
the patient lying down, I think that we should in- 
terpret it as free fluid in the pleural cavity. It is 
important to look for disease of the rib, but I do 
not see any evidence in this film of disease of the 
ribs or thoracic wall. In the next one, taken after 
operation, the pneumothorax described is seen as 
a triangular area. This is the border of the lung, 
and within the lung we also see this area of mot- 
tled, increased density. The heart has returned 
to the normal position. The upper portion of the 
lung is clear. There is no change on the right 
side. These bright areas that you see in the midst 
of the dull portion of the lung may perfectly well 
be cavities. This film, too, was taken with the 
patient lying on his back, so that fluid levels 
would not show. We have a mass in the midchest, 
near the root of the left lung, containing cavities, 
I should say. That was on March 20. On the 
twenty-first another portable film was taken with 
the patient lying in the same position. The amount 
of pneumothorax is perhaps a little less. This film 
was taken with a considerably higher degree of 
penetration, and I should think with longer ex- 
posure, and there is a good deal of motion in it 
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which is not present in previous films, so that’a 
comparison of the two is difficult. However, I 
think that there is very little change. Possibly 
this mottled area has increased somewhat in size, 
and there may be some mottling in the lower part 
of the right lung that was not present before. We 
still have no absolute evidence of cavity, only a 
suggestion. This mottling along the course of 
the bronchi is a little unusual for ordinary ab- 
scess and would make one think of fungus infec- 
tion. 
DirrerentiaL DiaGnosts 


Dr. Freverick T. Lorn: Foul sputum and ab- 
sence of bad odor to the chest fluid suggest that 
the sputum was not due to rupture of an em- 
pyema into the bronchi. It would be desirable to 
know if there was a family history of tuberculosis 
or known opportunity for contagion. Inspiratory 
retraction of the intercostal spaces on the right 
side suggests an abnormal reduction of pressure 
at this phase of respiration and may be due to 
tracheobronchial obstruction. In the presence of 
such obstruction we would expect a history of 
wheezing, of which no mention is made. 

The complex of physical signs is incomplete, 
especially in the omission of a statement regard- 
ing tactile fremitus. The dulness to flatness and 
absence of breathing are, however, significant. 
With pleural effusion and retraction, or compres- 
sion atelectasis with n bronchi, bronchial 
breathing is to be expected. The absence of breath 
sounds here suggests a combination of pleural 
fluid, atelectasis and bronchostenosis. Extension 
of the liver to a distance of four fingerbreadths 
below the costal margin suggests that it was en- 
larged, but it would be desirable to know the 
upper limit of liver dulness. It is of interest that 
the left diaphragm is higher than the right. Is 
there any evidence by x-ray of the trapping of air 
in the right side? 

Dr. Hoitmes: The chest wall is fixed, which 
would account for the high position of the dia- 
phragm. The film was taken at full inspiration 
and the left side does not expand, whereas the 
right does. 

Dr. Lorp: Passive congestion may explain the 
enlarged liver and the edema. The low serum 
protein is, however, also to be taken into consid- 
eration in explanation of the edema. Clubbing 
of the fingers is not especially helpful in the diag- 
nosis, as it is present in a variety of disturbances. 
We see it most often with bronchiectasis, abscess 
or malignant disease. It would be desirable to 
know more about the sputum. It is said not to 
show tubercle bacilli. Were there other organ- 
isms? Inasmuch as perforation of the chest wall 
is often present with actinomycosis, it is desira- 
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ble to know if actinomyces were found in the Dr. Lorn: The most likely explanation of the 


sputum. underlying cause of the disturbance is bronchio- 
Dr. Tracy B. Martory: None were ever ob- genic carcinoma and consequent secondary infec- 
served. tion with multiple lung abscesses and empyema. 
Dr. Lorp: A lateral x-ray of the chest would be = A Puysictan: The low plasma protein I sup- 
desirable. pose was due to drainage of pus. 


Dr. Homes: A film in the upright position 
would help us more than anything else. 
Dr. Lorp: No mention is made of the bac- 


Dr. Martory: It certainly could have been. 


Cumicat DiaGnoses 


teriology of the chest fluid other than the presence | Empyema. — 
of Type II] pneumococcus. Lung abscess. 

The evolution and grouping of symptoms are — Bronchopneumonia. Pa 
significant. It was first noted that he had lost Dx. F , Ps 
weight. Then he had chest pain followed after 3 - Freverick T. Loro’s Diacnoses 15 
weeks by cough with foul, blood-streaked sputum. —_ Bronchiogenic carcinoma. i = / 
This sequence suggests that he had a pulmonary ? Tracheobronchial stenosis. heen 
process with secondary pleural involvement. The = Multiple lung abscesses. is | = 
bronchus supplying the involved region may at —=Pneumococcus Type III empyema. 1 < 
first have been closed with consequent trapping in 13S 
of infection beyond the obstruction, extension of NaTomic Diacnoses 1 » 
the infection into the pleura and later release of | Bronchiogenic carcinoma, left lower lobe, wit < 


the bronchostenosis and the expectoration of foul 
sputum. Displacement of the heart to the right 


may be attributed to the left-sided pleural effusion. 
Collapse of the left lower lobe is said to have been 
prevented by consolidation within the lobe. This 
brings me to the question of the diagnosis. 

He had an empyema due to Type III pneumo- 
coccus. Pneumococcic invasion of the pleura is 
usually secondary to pneumonia, and it may be 
assumed that he had a Type III pneumococcus 
pneumonia. Progress in the specific treatment of 
certain types of pneumococcus infection makes it 
desirable to classify the pneumonias according to 
etiology rather than to be satisfied with the un- 
qualified designation of lobar or bronchopneu- 
monia. Though for the most part Type I and 
Type II pneumococci give rise to pneumonias 
of the lobar type, there are many instancés of 
atypical pneumonic infection with these organ- 
isms. The clinical aspects may suggest broncho- 
pneumonia, and, yet, the infection may turn out 
to be due to Type I or Type II or another pneu- 
mococcus against which specific antiserum is 
available. Here the appearance of the last film 
suggests a bronchopn nia. In addition, he 
probably had multiple lung abscesses. The pres- 
ence of Type III pneumococcus in the pleural 
fluid does not exclude the possibility of tubercu- 
losis, but there is nothing here especially to sug- 
gest tuberculosis. Another possibility is actino- 
mycosis. Induration from the proliferation of 
connective tissue about the discharging sinus may 
be expected with actinomycosis. In view of the 
perforation of the chest wall, a statement regard- 
ing the presence or absence of actinomyces in the 
pleural pus would be desirable. 

Dr. Mattory: We do not know whether they 
were specifically looked for or not. 


metastases to tracheobronchial, mediastinal 
and retroperitoneal lymph nodes. 


Posterior midmediastinal abscess with perfora- 
tion into the major bronchi. 

Abscess, left lower lobe. 

Empyema, left. 

Operative wound: thoracotomy, left. 

Pleuritis, acute fibrinous and chronic fibrous, 
left; acute fibrinous, right. 

Lobar pneumonia, right upper, middle and lower 


Obstruction to thoracic duct with distention of 
cisterna chyli. 

Arteriosclerosis, moderate aortic and coronary. 

Emaciation. 


Clubbed fingers. 


Discussion 


Dr. Matiory: The postmortem examination 
showed that Dr. Lord was correct in assuming 
that there was underlying malignancy in this case. 
There was a carcinoma primary in the bronchus 
leading to the lower lobe of the left lung. In this 
lobe, beyond the obstructed bronchus, was a large 
abscess cavity and unquestionably from that a sec- 
ondary infection of the pleura had arisen, although 
at the time of autopsy we were unable to demon- 
strate any free communication between the ab- 
scess and the empyema cavity. There was an- 
other and distinctly unusual complication, how- 
ever, which I think may have had something to 
do with some of the symptoms. Not only had the 
carcinoma metastasized to the mediastinal lymph 
nodes, which is of course common, but the infec- 
tion had also spread to them, which is rather un- 
usual in pulmonary abscess. The carinal nodes 
consisted of a mass of very considerable size, made 
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up in part by tumor and in part by a large abscess. 
This abscess had secondarily broken through into 
both primary bronchi, so that the drainage of pus 
that was apparent in the sputum was not drain- 
age from the abscess in the lung, the bronchus 
leading to that being solidly plugged by tumor, 
but drainage.from the secondary abscess cavity in 
the mediastinal nodes. I think there is no ques- 
tion that the mediastinal mass was large enough 
to narrow significantly both bronchi and was re- 
sponsible for the retraction of the pulmonary in- 
terspaces on the opposite side from the tumor. As 
a terminal event a severe degree of pneumonia de- 
veloped in the opposite lung. There was one 
other unusual finding which was not suggested by 
anything in the symptomatology. The metastases 
had extended down the posterior mediastinum, 
had extensively involved the retroperitoneal nodes 
and had completely obstructed the thoracic duct 
so that the cisterna chyli was markedly dilated 
with inspissated lipoid. The mass that obstructed 
the thoracic duct may, therefore, have played some 
role in the lowering of the serum protein. 

A Puysictax: How large was the liver? 

Dr. Mattory: It was slightly enlarged, weigh- 
ing about 2,200 gm. It showed no metastases. I 
think that the enlargement was due to circulatory 
obstruction—passive congestion. 

Dr. Hametox: Did the abscess near the carina 
extend to the right, and how large was it? 

Dr. Mattory: About 6 by 4 by 3 cm. It lay 
practically in the midline. 

I was personally surprised that blocking of the 
duct had not led to some degree of ascites. The 
peritoneum was dry. There must have been some 
collateral established. 


CASE 23272 
PresENTATION OF Case 


A 37-year-old Canadian housewife was admit- 
ted in coma. 

The history was obtained from the patient's phy- 
sician, who had first seen her 9 weeks before 
entry, when she complained of substernal pain, 
which was increased and frequently precipitated 
by exertion. Climbing a few steps produced dis- 
comfort and marked fatigue, and the attacks re- 
curred one to twelve times daily, depending upon 
the amount of activity. The pain occasionally 
radiated down both arms and to the interscapular 
region. Attacks of a similar nature had occurred 
with gradually increasing frequency and severity 
for about 10 years. At the time of the initial visit 
the heart was greatly enlarged to the left, and an 
x-ray showed a considerably dilated aorta. The 
blood pressure was 200/120. Examination of the 
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urine showed the presence of albumin and a few 
red blood cells. 

During the succeeding month, theominal was 
administered, and the frequency of the attacks les- 
sened, although discomfort was sufficiently severe 
on occasion to require morphine for relief. Nine 
days before coming to the hospital it was noted 
that the patient had become extremely dull men- 
tally. She sat about the house saying nothing, and . 
was not responsive to questioning. Subsequently 
her appetite failed markedly, and a week before 
entry she began to complain of severe left-sided 
frontal and occipital headaches. The headaches 
were evidently dull and boring in character and 
did not interfere with sleep. A neurologic ex- 
amination was negative. Four days prior to ad- 
mission the headaches became particularly severe, 
and ptosis of the right eyelid was said to be pres- 
ent. During this period the patient appeared 
mentally confused and acted very strangely. Two 
days later she suffered the most severe attack of 

pain she had ever had, the first attack 
in 2 or 3 weeks. When seen by her physician she 
was extremely pale and gasping for breath. 
Breathlessness continued after she was placed in 
bed. On the day of entry she began to vomit 
dark-colored, foul-smelling material. A few hours 
later she became stuporous, but during the day, 
when sufficiently aroused from time to time, she 
was able to recognize members of her family. 
Several hours after the onset of the acute episode, 
stupor became less profound, and the patient 
complained of generalized abdominal pain. Her 
blood pressure was unchanged, but the pulse was 
irregular. On a single occasion projectile vom- 
iting occurred, and the neck was stiff. Shortly be- 
fore coming to the hospital she again lapsed into 
profound coma. 

The patient’s family had noticed a gradually in- 
creasing mental disturbance for about 5 months. 
There was progressive loss of memory for recent 
events. The remainder of the past history is non- 
contributory. 

Physical examination showed a well-developed 
and nourished, comatose woman, with Cheyne- 
Stokes respirations. The pupils were constricted 
and did not react to light. Examination of the 
fundi exhibited narrowing and tortuosity of the 
arterioles and marked choking of the disks to the 
extent of 3 to 4 diopters on each side. There was 
fresh hemorrhage adjacent to the disks, but there 
was neither old hemorrhage nor exudate. The 
heart was markedly enlarged to the left, and the 
sounds were regular and of fair quality. The sec- 
ond aortic sound was markedly accentuated. The 
blood pressure was 180/100. No murmurs were 
heard. The lungs were resonant, but a few fine, 
basal rales were heard. Deep reflexes were hyper- 
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active but symmetrically equal. Plantar stimula- 
tion showed a positive Babinski sign. 

The temperature was 98.8°F., the pulse 60. The 
respirations were 16. 

Repeated examinations of the urine showed 
traces of albumin, and a specific gravity ranging 
from 1.004 to 1.022. The sediment contained 
varying numbers of white blood cells and granu- 
lar casts. The blood showed a red cell count of 
5,600,000, with a hemoglobin of 90 per cent. The 
white cell count was 11,700, 73 per cent polymor- 
phonuclears. A lumbar puncture produced clear 
colorless fluid, with an initial pressure of 330 mm. 
of water and normal dynamics. The fluid con- 
tained 5 red blood cells and 1 lymphocyte per cu. 
mm. The total protein was 34 mg. per cent, and 
the Wassermann test was negative. Tests for 
globulin were negative. The spinal fluid chlorides 
were 713 mg. per cent, and the sugar 83 mg. per 
cent. The nonprotein nitrogen of the blood was 
41 mg. per cent, and the chlorides were equiva- 
lent to 96 cc. of N/10 sodium chloride. The CO: 
combining power was 55.7 vol. per cent. An elec- 
trocardiogram exhibited a prominent P2, with a 
notched, inverted T:. T2 and Ts were diphasic, 
and there was a tendency toward left axis devia- 
tion. Lead IV showed a high ST segment with 
an upright Ts. 

Following the lumbar puncture the patient im- 
proved considerably, and the coma subsided. Dur- 
ing the succeeding few days stupor recurred, but 
each time was relieved by lumbar puncture. The 
latter showed gradually diminishing spinal fluid 
pressure, but the other findings remained un- 
changed. On the sixth day she was alert and 
sitting up in bed and continued to improve until 
the tenth day. At that time her temperature began 
to rise and numerous rales appeared at the right 
base. Two days later the temperature had risen 
to 106°F., the patient exhibited chest signs inter- 
preted as evidence of pneumonia, and she died on 
the twelfth hospital day. 


DiFFERENTIAL DiaGNnosis 


Dr. Cuester M. Jones: It is obvious that no 
single diagnosis is going to explain the symptoms 
and the clinical story that this patient presents. 
The story can be divided into at least two chapters, 
which to my mind are distinct. The first one 
is that outlined in the first paragraph—a patient 
of 57, not the patient who comes in in coma, but 
the patient who had cardiac symptoms for 10 years 
prior to admission to the hospital. The symptoms 
are those of substernal discomfort, with pain radi- 
ating down both arms and into the interscapular 
region, associated with exertion. Along with that 
is the story that the paticnt has had a heart that 
was apparently enlarged to the left, with dilatation 
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of the aorta and a blood pressure of 200/120. In 
addition, there was a finding of albumin and a few 
red cells in the urine. That story is fairly charac- 
teristic of hypertensive heart disease, probably asso- 
ciated with a certain amount of coronary sclerosis 
with anginal attacks but without any frank attack, 
—up to that point at any rate,—suggesting coronary 
thrombosis. It would seem to me that from the 
story one would have to assume that she had ar- 
teriosclerotic heart disease with hypertension and 
involvement of the coronary vessels, and that the 
disease had been gradually becoming somewhat 
worse over a period of 10 years, starting at an early 
period of life, 47, and arriving at a point where she 
could do only a moderate amount of work without 
symptoms. At that time in the story she was seen 
by a physician and given theominal in order to see 
if she could not handle her coronary disease more 
satisfactorily. The theominal was presumably given 
in one or two daily doses with the hope and ex- 
pectation that the vessels would be some- 
what dilated because of the use of the drug and, 
therefore, provide a better coronary circulation, 
with a resulting diminution of typical anginal at- 
tacks. Apparently the use of the drug was only 
partially successful, and although the frequency 
lessened, occasionally the attacks were sufficiently 
severe to require morphia. Therefore the bene- 
ficial response was only slight at best. There is 
nothing in the story to suggest that she had syph- 
ilis, and in the absence of a positive history and 
in the absence of laboratory data to that effect, I 
am going to assume that she has not syphilitic 
heart disease. 

In addition, we have a story which suggests 
cerebral changes which, at first, might have been 
interpreted on the basis of cerebral arteriosclerosis, 
and her family noted that for 5 months before 
admission she had increasing mental disturbance 
with progressive loss of memory for recent events. 
That is not an unusual type of symptom for pa- 
tients with cerebral arteriosclerosis, but it seems 
to me that the diagnosis of cerebral arteriosclerosis 
should be mentioned only after excluding other 
conditions. There has been a definite mental 
change at the age of 57, and that is a little earlier 
than we expect to find it as a result of changes 
in the cerebral vessels. It is fairer to say that she 
had symptoms 5 months preceding admission 
which might go with sclerosis, not only of the 
coronary arteries, but possibly of the cerebral ves- 
sels. Then she has a story of headache, which is 
a new symptom, starting 9 days prior to admission, 
apparently more severe on the left. It was usually 
frontal in nature, occipital at other times; but it 
was not a severe headache and did not interfere 
with sleep. It was sufficiently new, however, to 
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make the physician who had charge of this pa- 
tient order a neurologic examination, which was 
done and was said to be negative. At any rate 
he felt that there was a possibility of one of two 
things, either cerebral change due to arteriosclero- 
sis, or some other disease that was not associated 
with circulatory disturbance. The head symptoms 
increased rapidly, and 4 days prior to admission, 
a short time after the neurologic examination, the 
headache became particularly severe, and it was 
noted that the right eyelid drooped. In other 
words, she had partial paralysis of the right third 
nerve, and during this time she was mentally con- 
fused and acted strangely. A few days later she 
had projectile vomiting, and when she came in 
she had a stiff neck. One can see that she has 
had gradually increasing head symptoms for 5 
months and that for 9 or 10 days they had become 
evident because of headache, which had rapidly 
increased to the point of projectile vomiting. 


She was admitted in coma, which might be 
taken as the end of a sequence of events totally 
distinct from the first group of symptoms, which 
were cardiovascular in nature. The disturbing 
thing is that in the middle of this train of cere- 
bral symptoms we have what appeared to be a 
very severe attack of heart pain that is entirely 
consistent, to my mind, with coronary thrombosis. 
It was the worst attack of substernal pain that she 
had ever had, and it came at a time when she was 
fairly quiet. During the attack she was extreme- 
ly pale, dyspneic and short of breath, and at the 
same time it was noted that she became stuporous 
and began to vomit. The correlation is a bit con- 
fusing, at least in my mind. The vertigo could 
go perfectly well with the cerebral symptoms. It 
may be solely on the basis of intracranial disease. 
One does occasionally have vomiting with a cor- 
onary attack, but the nature of the vomitus, which 
is said to be dark-colored and foul-smelling, does 
not mean very much to me. It is the only time 
we hear of digestive disturbances. There is no 
reason to believe that she has had unsuspected gas- 
tric disease. There may have been retching and 
regurgitation of some duodenal contents to pro- 
duce the dark vomitus. There is mention of gen- 
eralized abdominal pain. If it had said upper 
abdominal pain, that again would not be incon- 
sistent with coronary thrombosis, because epigas- 
tric pain with coronary thrombus is not uncom- 
mon. I do not quite understand the generalized 
abdominal pain, and cannot fit it into the general 
picture. 

We are confronted with a patient who has a 
typical history of angina pectoris and a severe at- 
tack just before admission of what appears to be 
coronary thrombosis and, in addition, cerebral 
symptoms which may have to be explained on an 
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entirely different basis. They finally progress to 
the point of vomiting and coma, and I think that 
we probably have to keep these two stories apart, 
rather than to attribute the entire story to one 
etiology. On physical examination she was coma- 
tose, with Cheyne-Stokes respirations, which could 
go with an intracranial disturbance aggravated 
by a coronary thrombosis, in other words, some 
circulatory failure. The pupils did not react to 
light. Possibly they were constricted because of 
morphia, which was given because of pain. There 
is no story of morphia administration, however, 
so I can simply guess what the treatment was. 
She had an intracranial lesion, which at that mo- 
ment was accompanied by fixed pupils. The fundi 
were tortuous, with narrow vessels, probably as- 
sociated with arteriosclerosis and, so far as I am 
concerned, the same sort of process was going on 
in the coronary vessels of the heart. Another note, 
which is extremely interesting and important, is 
the bilateral choking of the disks to the extent of 
3 to 4 diopters. We find choked disks associated 
with simple hypertension. The essential hyper- 
tension group is the one where one might expect 
to get choking of the disks, but I do not believe 
that her arteriosclerosis and hypertension have 
anything to do with the choking of both disks. 
There was fresh hemorrhage adjacent to the disks, 
but there was neither old hemorrhage nor exu- 
date. I would try to explain that by some recent 
change in pressure in the vessels going into the 
orbits, rather than by assuming a vascular acci- 
dent or nephritis with, we will say, a uremic type 
of change in the eyegrounds. It seems to me that 
the headache, the vomiting, the coma and the 
swelling of both disks, all go together, and it 
means increased intracranial pressure, probably 
not the type associated with hypertension. The 
heart was enlarged as previously noted. There 
was very slight evidence of heart failure on phys- 
ical examination, unless one wants to assume that 
the basal rales were beginning congestive failure; 
and that is one more reason why I believe that the 
recent episode of pain in her chest was independ- 
ent of what was going on in the intracranial cav- 
ity for the past few weeks. 

It seems to me that from the physical examina- 
tion we can say that she has hypertension and ar- 
teriosclerotic heart disease, which is not associated 
with heart failure, and that she has something 
which is giving increased intracranial pressure as 
a separate entity. 

Evidence of vascular nephritis does not seri- 
ously enter the picture. Her urine concentrated 
up to 1.022, and there was not much renal dam- 
age. With that amount of hypertension and some 
dehydration from vomiting, one would expect a 
concentrated urine but not sufficient to give albu- 
min and casts. 
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There was no block in the subarachnoid system. 
The cells in the cerebrospinal fluid seem to me of 
no diagnostic importance. It is not the type of 
fluid that goes with meningitis or leakage of cells 
from abscess, or from intracranial hemorrhage. 
The spinal fluid is simply of no absolute diag- 
nostic importance, and one can only say that there 
is increased pressure. 


The electrocardiogram is entirely consistent with 
arteriosclerotic heart disease, with coronary in- 
volvement, and possibly with a recent coronary 
infarct. I do not see anything in the electrocardio- 
gram that is inconsistent with the diagnosis that 
I have already mentioned, and I believe that it 
is still not only possible but logical to separate the 
symptoms and say that she had heart disease and 


intracranial disease of some sort. 


After the spinal puncture she was improved. 
In other words, with the diminution in intra- 
cranial pressure she was much better, and came 
out of her stupor. The fact that the spinal fluid 
did not change in character is of some importance. 
It is also important that up to the tenth day she 
improved. In other words, the factor of heart 
failure, even if she has had coronary thrombosis, 
is not an outstanding one. Then, on the tenth 
day the temperature began to rise, and so forth. 
At the seventh to tenth day after a coronary in- 
farct we may look for trouble because of rupture 
of the heart wall, or sudden heart failure; but if 
there were going to be signs of heart failure at 
this time, I should expect them to be bilateral in 
character. The explanation that the patient had 
pneumonia at the right base, which is the imme- 
diate cause of death, seems a logical one, and so 
I would say that she had arteriosclerotic heart 
disease, with coronary disease and probably in- 
farct, with pneumonia as the terminal event. 

That leaves the cerebral symptoms, and it seems 
to me that two diagnoses are possible. The most 
logical one is a tumor of some sort in the brain—a 
tumor which has been giving symptoms possibly 
for 5 months, has been associated with some change 
in mentality and finally has resulted in frank head- 
ache and marked cerebral symptoms with striking 
increase in intracranial pressure. There were no 
localizing signs from the examination we have 
here. There was ptosis of the right eyelid, but 
that is not enough to permit localization. It may 
be just associated with increased intracranial pres- 
sure. If she has a tumor in the silent areas of the 
brain, the most likely site would be one of the 
frontal lobes. I have not the slightest idea about 
the nature of the tumor. The other possibility, 
brain abscess, does not seem to be a tenable diag- 
nosis. She had no fever, no unsuspected respira- 
tory infection, and she had no cause for metastatic 
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infection to the brain that we know of. There- 
fore, I feel that the most logical explanation that 
I can give is that she had a tumor in one of the 
frontal lobes. What precipitated it, I do not know. 
The coma may have been associated with tumor 
in which there was a hemorrhage, but I would 
not want to go any farther than to say that she 
had brain tumor in one of the silent areas. 

Dr. Tracy B. Mattory: Dr. Jones has wound 
up with a diagnosis which varies from that made 
on the wards. She was signed out with a diagnosis 
of hypertensive encephalopathy. I wonder if any- 
one would want to defend that. 

Dr. Jones: She had arteriosclerosis and hyper- 
tension without any doubt. I do not believe that 
we see that much choking of the disks from hy- 
pertension alone. I may be wrong about that, but 
I have never seen it. Four diopters is very marked 
choking of the disks. 

Dr. Matrory: An ophthalmologist to whom I 
was talking said it was possible. 

Dr. Jones: I did not think you could get it 
to that degree. 


CunicaL DiAGNoses 


Essential hypertension. 
Hypertensive encephalopathy. 


Pneumonia. 


Dr. Cuester M. Jones's Diacnoses 


Artcriosclerosis and hypertension. 
Coronary infarct. 

Frontal lobe brain tumor. 
Pneumonia (terminal). 


Anatomic DIAGNoses 


Brain tumor: spongioblastoma multiforme. 
Arteriosclerosis, coronary, marked with occlu- 
sion; aortic, moderate; cerebral, marked. 

Myocardial infarct, healed, and fibrosis. 

Cardiac hypertrophy, hypertensive type. 

Chronic vascular nephritis. 

Pulmonary edema, diffuse. 

Obesity. 

Operative scars: bilateral oophorectomy; ampu- 
tation of left little finger. 


Discussion 


Dr. Mattory: The postmortem examination 
showed a coronary occlusion consisting of marked 
old atherosclerosis and calcification, and a fairly re- 
cent clot of about 10 days’ duration which was 
yellowish and adherent. I think that that un- 
doubtedly was responsible for the recent acute 
episode. The apex of the heart showed a much 
older infarction. It must have been present for 
years, because it was completely fibrosed. The 
rest of the body showed comparatively little except 
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for a moderate degree of contraction of the kid- 
neys and, on microscopic examination, a well- 
marked vascular nephritis of the benign type, 
without, however, any dilatation of the renal tu- 
bules or a significant number of completely scle- 
rosed glomeruli; in other words, a kidney that 
would in all probability not have become func- 
tionally insufficient for several more years. Ob- 
viously it was a slowly progressive type of vas- 
cular sclerosis and was consistent with the grade 
of hypertension that she showed. At the time of 
autopsy that was all we found. The brain was 
externally negative and was fixed whole. A week 
later, when Dr. Kubik sectioned it, he found some- 
thing more. 

Dr. Cuarces S. Kusix: I wish to compliment 
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Dr. Jones on his diagnosis. It was very neatly 
done. Here is a brain tumor lying in the frontal 
lobe. It is much larger than this section alone 
would indicate. This visible area is only the ne- 
crotic portion of the tumor, but sections show 
widespread infiltration on all sides of it, and you 
can see enlargement of the corpus callosum here, 
through which, microscopically, the tumor can be 
shown to be extending across the midline to the ‘ 
other hemisphere. 


Dr. James C. Wuite: Do you tie that up with 
the ptosis? 


Dr. Kusix: She did not have ptosis when she 
was brought in here. We cannot be sure that she 
actually did have it. 


Vol. 2 
193 


Vol. 217 No. 2 


The New England 
Journal of Medicine 


Formerly the 


Boston Medical and Surgical Journal 


Established in 1828 


Ownep BY THE Massacnusetts Mepicat Society AND 
PUBLISHED UNDER THE JURISDICTION OF THE COMMITTEE 
ON PUBLICATIONS 


Official Organ of 
Tue Massacnusetts Mepicar Society 
Tue New Hampsnire Mepicar Society 
Tue Vermont State Mepicar Society 


Stare 
George G. Smith, M.D. John P. Sutherland, M.D. 
William B. Breed, M.D. Stephen Rushmore, M.D. 
R. Minot, M.D. Hans Zinsser, M.D. 
Frank H. Lahey, M.D. Benjamin White, Ph.D. 
arren, M.D. Henry R. Viets, M.D. 
George L. Tobey, Jr., M.D. Robert M. Green, M.D. 
. Guy M.D. Charles C. Lund, M.D. 
William A. Rogers, M.D John F. Fulton, M.D. 
Dwight O'Hara, M.D. A. Warren Stearns, M.D. 


Walter P. Bowers, M.D., Epiton Emeritus 
Robert N. Nye, M.D., Mawacinc Eprror 
Clara D. Davies, Assistant Epiror 


Susscairtion Teams: $6.00 per year in advance, postage paid, for the 
United States; Canada, $7.04 per year; $8.52 per year for all foreign coun- 
tries belonging to the Postal Union 

on Saturday. 

contributor 

Cuememaneene should be addressed to the New England Journal of 
Medicine, 8 Fenway, Boston, Mass. 


$10,000,000 FOR CANCER 


It was President Angell’s pleasant duty at his 
last commencement exercises on June 22 to an- 
nounce the gift of $10,000,000 to Yale University 
for cancer research. This munificent gift is by far 
the largest individual fund for cancer in the his- 
tory of the world and at the same time the largest 
single gift for scientific use in Yale’s long history. 
As a matter of fact it will double the capital de- 
voted to cancer research in the whole United States. 
For comparison it may be mentioned that the Can- 
cer Commission of Harvard University has only a 
million dollars capital besides the value of its hos- 
pital, which is much less than a second mil- 
lion. From the income standpoint, a return of 
$400,000 a year will probably not quite double the 
money available for research, as there is some 
money devoted to this research not represented 
by invested capital such as approximately $70,000 
a year appropriated to the U. S. Public Health 
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Service, and money given in annual and special 
gifts for other research projects. 

One's first critical reaction to this news might be 
to wonder whether this money can be used efh- 
ciently and effectively in connection with a rela- 
tively small medical school such as that of Yale 
and in a city of small population such as New 
Haven. Let there be no fears! A large cancer 
hospital is not necessary for good research, and 
clinical research forms only a small part of the 
program. 

The most important thing about the gift is that 
its management has been put into the hands of the 
trustees of a great university. President Conant of 
Harvard University and others have repeatedly 
called attention to the fact that the university is 
the most enduring of all institutions in the world. 
In these times of troubled politics no one can ques- 


tion that the best assurance of the prudent and » -~ 


intelligent use of such a fund is to put it into such» ~~ 
We in Boston, where the Harvard — 


able hands. 
influence is strong, congratulate Yale on being t 
recipient of this gift, and Mr. Childs on his wi 


donation. We hope that there will be others sti = 
ulated to do the same for Harvard and for aK x 


other great universities. 


SURVEY CONDUCTED BY DIVISION OF 


OCCUPATIONAL HYGIENE 


Tue close of the first two years of activity of 
the recently organized Division of Occupational 
Hygiene of the Massachusetts Department of La- 
bor and Industry shows an excellent record of 
accomplishment for so short a time. Not the least 
important of these accomplishments, according to 
the report of Manfred Bowditch, director of the 
Division, has been the co-operation elicited from 
the industries visited and studied. 

It is to be borne in mind that technical study 
and evaluation of hazards to health inherent in 
industrial processes is a subject quite apart from 
that of accident prevention, and one relatively 
unfamiliar to the majority of industrialists and 
their workers. In the course of a survey started 
in the spring of 1936, 140 Massachusetts factories 
have been visited and studied, and the informa- 
tion gained has been transmitted to factory man- 
agers. Included in this list were storage-battery 
and paint and varnish factories, where lead con- 
stitutes the greatest hazard; the wood heel cover- 
ing industry, where workers are exposed to the 
fumes of methyl alcohol; boot and shoe plants, in 
some of which benzol cements are used; woolen 
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and worsted goods establishments, where there is 
possible exposure to solvents, ammonia and dust; 
rubber products factories; plants using products 
containing chlorinated naphthalene, which has 
been shown to cause severe skin lesions and fatal 
cases of liver damage. 

While potential health hazards were found in 
all the industries mentioned, the majority of plants 
were found to be free from conditions likely to 
injure the health of workers. 


MASSACHUSETTS MEDICAL SOCIETY 


COMMITTEE APPOINTMENTS 


Tue following appointments have been made 
by Dr. Channing Frothingham, president of the 
Society : 

Chairman of the Committee on State and Na- 
tional Legislation, Dr. Charles C. Lund, of Bos- 
ton; 

Chairman of the Committee on Public Health, 
Dr. Robert B. Osgood, of Boston. 


COMPENSATION IN AUTOMOBILE 
ACCIDENT CASES 


THE committee appointed to devise better meth- 
ods for the handling of claims for services by 
physicians and hospitals submits the following 
statement for the information of the members 
of the Society: 


In the past physicians and hospitals have lost money 
through nonpayment of their bills for professional serv- 
ices and care in automobile accident cases. All too 
many times the patients, sometimes acting on their own 
behalf, sometimes through a lawyer, have collected sub- 
stantial sums of money from the person or persons re- 
sponsible for their injuries or from the insurance com- 
pany involved, and upon receiving the money have neg- 
lected, either carelessly or intentionally, to make any pro- 
vision for payment of their medical bills. Recommended 
remedies by legislative proposals and other means have 
been tried to no avail, and the situation has been con- 
stantly becoming more acute. Physicians and hospital 
authorities generally are acquainted with these difficulties 
so that it is not necessary to recite specific instances. 

It seemed imperative that something be done. The in- 
surance companies handling this class of business were 
contacted and found ready to consider some plan of co- 
operative action in an attempt to remedy the existing 
evils. Finally, after many conferences, a tentative agree- 
ment was reached whereby the insurance companies 
agreed to make every effort to accomplish direct payment 
of medical bills to doctors and hospitals in these cases 
where liability of their policyholders exists, providing the 
doctors and hospitals co-operated in certain ways set 
forth in this tentative agreement, copy of which has been 
published in the March 25 issue of the Journal. Certain 
printed forms have been developed to accomplish the ob- 
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jectives of the agreement, and these forms will shortly be 
ready for distribution. 

The committee feels that a real step toward a solution 
of a troublesome and expensive situation has been accom- 
plished and recommends the use of the forms and co- 
operative action called for from physicians and hospital 
authorities in all cases where it is possible. The committee 
is satisfied that the insurance companies will do their 
part. 

G. Curtis, Chairman, 
Joun M. Doran, 
Henry M. Lanvesman, Secretary. 


SECTION OF OBSTETRICS AND 
GYNECOLOGY 


M. Eanes, M.D., Secretary, 


19 Bay State Road, 
Boston, Mass. 


Case History No. 27. Primary AspoMiNaL 
PREGNANCY 


Mrs. L. C., a 39-year-old white woman, who had 
been married 18 years, entered the hospital on 
May 26, 1935, complaining of general abdominal 
pain, dysuria and pain with defecation. The 
patient’s last previous normal period was on Jan- 
uary 23, 4 months before entry. In February, 
about 3 months before entering the hospital, the 
patient did, however, stain for 14 days, and 
following this she flowed for 4 weeks, using 
four to five pads a day. Cramp-like pains be- 
gan with the flow, and she was obliged to stay 
in bed for 2 weeks. At first the cramps came 
every day or two, but finally occurred daily and 
were worse. For the past 8 weeks there had been 
no showing of blood. For several days before en- 
tering the hospital, the patient found urination 
and defecation painful. Sometimes there was a 
desire to defecate, but attempts were futile. She 
vomited and felt definitely worse the morning 
she entered the hospital. 

Her family history showed that her mother 
died of heart trouble at the age of 54, and one 
sister had rheumatic heart disease. The patient's 
health had always been good, and she had had two 
normal pregnancies, the last 14 years before en- 
trance. Both children were living. She had had 
one abortion, 12 years before her present illness. 
Her menstruation started at the age of 12, was 
of the 28-day type, the flow lasting 3 or 4 days, 
and requiring two napkins a day, and had always 
been regular until the beginning of her trouble 
in February, 3 months before she entered the hos- 
pital. For about a year, the patient had noticed 
frequent red staining in her bowel movements, 
and recently had suffered from constipation. She 
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complained of exertional dyspnea and of sleeping 
poorly. 

On physical examination, this patient was found 

to be well developed and nourished, with normal 
: She had a “washed 
out” look and ashen lips. The heart and lungs 
were normal. Her teeth were almost all missing. 
The abdomen was generally tense and extremely 
tender, even to percussion, the tenderness being 
marked in the lower abdomen. There was some 
dulness, which did not shift, on the left side of 
the abdomen. Her systolic blood pressure was 
70; the diastolic, 48. Her hemoglobin was 70 per 
cent by Tallqvist’s scale. The urine contained 
neither albumin nor sugar, and the sediment was 
not remarkable. The temperature on admission 
was 99°F.; the pulse was 100; and the respira- 
tions, 20. Pelvic examination revealed a fundus 
8 cm. in diameter, and in the right vault a smooth, 
round mass, about 9 cm. in diameter, fixed to the 
posterior wall of the pelvis. 

Examination under anesthesia showed moder- 
ate vaginal relaxation. The cervix was somewhat 
soft. The uterus was forward and slightly en- 
larged. In the right vault was a bulging mass 
which felt approximately 7 cm. in diameter. There 
was also bulging in the posterior cul-de-sac. A 
diagnosis of possible ectopic pregnancy was made 
and laparotomy performed. The abdomen was 
filled with free blood, which was removed with 
suction apparatus. The uterus was slightly en- 
larged. The left tube and ovary and the right 
tube were normal. The right ovary was ruptured 
and contained a placenta. It had also contained 
a fetus, which was about 17 cm. long, with arms 
and legs and well-developed features. The ovary 
and the placenta had been attached to the posterior 
surface of the right broad ligament which showed 
quite a marked decidual reaction. The appendix 
was found to be lateral to the cecum and bound 
down by many adhesions. It was not removed. 
After evacuation of the old blood clot and as much 
free blood as possible, the fetus, which had been 
expelled from the ovary, was removed. As much 
placental tissue as possible was removed, and the 
uterus, the ovaries and the tubes were mobilized and 
removed in the routine manner. Many adhesions 
between the omentum and the pelvic structures 
were first freed. The suction apparatus recov- 
ered 800 cc. of blood from the abdomen, the re- 
mainder being in clots which were manually re- 
moved. The 800 cc. of blood was mixed with citrate 
and filtered through many layers of gauze. This 
blood was then given to the patient as in the 
usual procedure for transfusion. After induction 
of the anesthesia, the blood pressure dropped to 
zero, and it was impossible to get the peripheral 
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pulse. Therefore, before opening the abdomen, 
10 per cent glucose in saline was started in- 
travenously. With this procedure the patient im- 
proved somewhat, and by the time the operation 
and the transfusion were finished, the patient's 
blood pressure was 110 systolic, 70 diastolic, and 
the pulse between 130 and 140. Subsequently 1,500 
cc. of 5 per cent glucose in saline was given in- 
travenously. 

Pathological examination revealed nothing re- 
markable in the left tube and ovary or in the 
uterus, except for the distribution of decidual cells 
among them. The superficial layer of the endo- 
metrium was of decidua, without villi, and there 
was also decidual reaction in one spot of the perito- 
neum overlying the left tube. Attached to the 
outside of the left tube was a small clot in which 
there were a few villi. Likewise there was a small 
patch of decidual cells found on the surface of 
the left ovary. In the right ovary there was a 
large and apparently normal, true corpus luteum. 
The ovary itself was found imbedded in the thick 
wall of a sac, to the inner surface of which was 
attached a tiny umbilical cord. This sac was 
filled with blood clot and placenta. It had rup- 
tured, extruding a well-developed fetus, 17 cm. 
long. The right tube was also adherent to the 
sac, but there was no communication between its 
lumen and the interior of the sac. Because the 
corpus luteum was a closed body and did not con- 
tain decidua or villi, examination strongly sug 
gests that this was a primary abdominal preg- 
nancy and that the trophoblast found a nidatory 
site on the ovary and adjacent peritoneum cov- 
ering the posterior surface of the right broad liga- 
ment. 

It is interesting that there was no definite 
story of sudden pain and collapse, which we asso- 
ciate with rupture. Had the whole ovum been 
contained within any organ, even the ovary, this 
would probably have been the case. The patho- 
logic specimen seems to show a rupture of the 
amnion and the chorion, and this without an ab- 
dominal crisis. The growth of the placenta on the 
pelvic organs gave severe pelvic pain, and the finai 
rupture, signs of intra-abdominal hemorrhage. 

The patient made an uneventful convalescence 
and was discharged in excellent condition on the 
sixteenth postoperative day. 
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TAX PROVISIONS OF THE SOCIAL SECURITY ACT 


Operators of private laboratories, private sanitariums, 
and physicians employing one or more individuals were 
recently advised by Commissioner of Internal Revenue 
Guy T. Helvering to make immediate tax returns as re- 
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quired under the provisions of Titles VIII and IX of the 
Social Security Act to avoid further payment of drastic 
penalties which are now accruing. 

Commissioner Helvering pointed out that every person 
employed in such work came under the provisions of Title 
VIII, which imposes an income tax on the wages of every 
taxable individual and an excise tax on the pay roll of 
every em of one or more. This tax is payable 
monthly at the office of the Collector of Internal Revenue. 
The present rate for employer and employee alike is 1 
per cent of the taxable wages paid and received. 

Under Title IX of the Act, employers of eight or more 
persons must pay an excise tax on their annual pay roll. 
This tax went into effect on January 1, 1936, and tax 
payments were due from the employers, and the employ- 
ers alone, at the office of the Collector of Internal Revenue 
on the first of this year. This tax is payable annually, 
although the employer may elect to pay it in regular 
— 

The employer is held responsible for the collection of 
his employee's tax under Title VIII, the issi 


REMINDERS 

Actual money, when paid as wages, is not the sole 
basis on which the tax is levied. Goods, clothing, 
lodging, if a part of compensation for services, are 
wages, and a fair and reasonable value must be ar- 
rived at and become subject to the tax. 

Commissions on sales, bonuses and premiums on 
insurance are wages and taxable. 

Officers of corporations whether or not receiving 
compensation are considered employees for the pur- 
pose of taxation. 

Wages paid during sick leave or vacation or at 
dismissal, are taxable. 

Traveling expenses required by salesmen are not 
wages if the salesmen account for, by receipts or 
otherwise, their reasonable expenditures. That part 
for which no accounting is made is construed as a 
wage and is taxable. 

Exercise great care in filling out Treasury Forms 
SS-1 and 940. Directions are easy to follow, and 
correct returns mean no unnecessary delay. 


explained, and is required to collect it when the wages are 
paid the employee, whether it be weekly or semimonthly. 
Once the employer makes the 1 per cent deduction from 
the employee’s pay, he becomes the custodian of federal 
funds and must account for them to the Bureau of In- 
ternal Revenue. 

This is done, Mr. Helvering said, when the employer 
makes out Treasury Form SS-1, which, accompanied by 
the employee-employer tax, is filed during the month di- 
rectly following the month in which the taxes were col- 
lected. All tax payments must be made at the office of 
the Collector of Internal Revenue in the district in which 
the employer's place of business is located. 

Penalties for delinquencies are levied against the em- 
ployer, not the employee, the Commissioner pointed out, 
and range from 5 per cent-to 25 per cent of the tax due, 
depending on the period of delinquency. Criminal action 
may be taken against those who — refuse to pay 
their taxes. 

The employers of one or more are also required to 
file Treasury Forms SS-2 and SS-2a. Both are informa- 
tional forms and must be filed at collectors’ offices not la- 
ter than July 31, covering the first 6 months of the year. 
After that they are to be filed at regular quarterly in- 
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tervals. Form SS-2 will show all the taxable wages paid 
to all employees, and Form SS-2a the taxable wages paid 
each employee. 

Participation in a state unemployment compensation 

fund, approved by the Social Security Board, does not 
exempt employers from the excise tax under Title IX, Com- 
missioner Helvering said. Nor does the fact that there is 
no state unemployment compensation fund relieve the 
employer of his federal tax payments. In those states 
where an unemployment compensation fund has been ap- 
proved, deductions up to 90 per cent of the federal tax are 
allowed the employer who has already paid his state tax. 
These deductions are not allowed unless the state tax has 
been paid. 
This tax is due in full from all employers in states hav- 
ing no a fund. The rate for 1936 was 1 per cent 
of the total annual pay roll containing eight or more em- 
ployees, and for 1937 it is 2 per cent. The rate increases 
to 3 per cent in 1938, when it reaches its maximum. The 
annual returns are made on Treasury Form 940. 

An employer who employs cight or more persons on 
each of 20 calendar days during a calendar year, each day 
being in a different calendar week, is liable to the tax. 
The same persons do not have to be employed during that 
period, nor do the hours of employment have to be the 
same. 


THE COMMONWEALTH OF MASSACHUSETTS 
Boarp oF REGISTRATION IN MEDICINE 


The candidates who successfully passed the March, 1937, 
examination for registration in medicine are as follows: 

Gil J. Cordero, Boston 

Joseph P. Coco, Readsboro, Vt. 

James Visconti, Hoboken, N. J. 

John Canuel, Fall River 

Herman S. Seglin, Fall River 

Isaac Landau, Boston 

Louis A. Auletta, Long Island City, N. Y. 

Thomas H. Eames, Somerville 

Fedele M. Faillace, Brookline 

Nathan Mann, Chicago, III. 

Max Tauber, Boston 

Stanley S. Sikorski, New Bedford 

Gerald Frank Pagliuca, Medford 

Joseph L. O'Hare, Salem 

William A. McCausland, Quincy 

David F. Reilly, Oradell, N. J. 

Benjamin H. Posner, Roxbury 

Michael J. Arakelian, Lawrence 

Wanda G. Dammon, Fairhaven 

Emma M. Varvaro, Clifton, N. J. 

Joseph Solomon Wacks, 

Luke Magliaro, South Orange, N. J. 

Allan J. McCarthy, Revere 

Abram B. Tell, Brooklyn, N. Y. 

Edna C. Waterhouse, Melrose 

Clarence A. LeBlanc, New Bedford 

Eleanor D. Dainte, Braintree 

Arthur E. Baer, Wilmington, Del. 

Joseph Seltzer, Roxbury 

Charles J. Carpinella, East Boston 

George L. Duggan, Lowell 

Robert T. Brown, Millbury 

Charles Schlosberg, Boston 

Harry J. Morrin, Boston 

Julian S. Adleman, New York City ' 

Wilfrid Seguin, Taunton 

Daniel Seidenberg, Chelsea 
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Raymond H. Spooner, Brimfield 
Jules H. Sheinberg, Dorchester 
Alex Solomon, Plattsburgh, N. Y. 
James J. Macek, Manchester, N. H. 
Edmund G. Bagnulo, Revere 
Horace B. Pease, Richmond Hill, N. Y. 
Albert A. Frank, Malden 

Nyles D. Crowner, Chicago, IH. 
Vincent C. Webb, Verona, N. J. 
Swen G. Selen, Worcester 

Isadore Kaplan, Mattapan 

Hilda Rose Lang, Altoona, Pa. 
Joseph H. Colman, Brockton 
Henry Adelman, East Boston 
Hyman Israel Lilien, South Coventry, Conn. 
John F. Pohl, Minneapolis, Minn. 
Ralph G. Bussler, Wollaston 
Francis M. Pare, Worcester 

Emil J. Gesing, Lawrence 

William E. Greer, Lawrence 
Walter M. Mulvihill, Worcester 
John B. Dynes, Boston 

James Watson, Worcester 

James F. Whitten, Amesbury 

John J. Basso, Brooklyn, N. Y. 
Samuel J. Kowal, Boston 

Arthur L. Tauro, Lynn 

Joseph B. McKenna, Melrose 
Charles S. Mullin, Jr., Cambridge 
Mark Aisner, Boston 

Thomas F. Ryan, Vergennes, Vt. 
Harry H. Schwartz, Revere 
Kenneth V. Dalton, Braintree 
Israel A. Annis, Dorchester 

John Latorella, East Boston 

James J. Hagopian, Lawrence 
Samuel H. Marder, Roxbury 

John A. Calhoun, Jr., Cambridge 
Robert B. Bigelow, Ann Arbor, Mich. 
Samuel Weiss, Mattapan 

Rosario Gori, Brookline 

Carl A. Bergan, Northampton 
John T. Cinella, Mechanicville, N. Y. 
James R. Lyman, Hartford, Conn. 
Walter V. Mayo, Richmond, Va. 
Harry W. Parker, Brookline 
Ernest J. Pastorello, Everett 

Israel Zeltzerman, Mattapan 
Richard Scherman, South Hanson 
Bertha O. Anderson, Pittsfield 
James T. Cameron, Jr., Belmont 
Frank H. Russell, New York City 
Charles L. Holland, Tewksbury 


CORRESPONDENCE 


MODIFICATION OF THE USE OF GENTIAN 
VIOLET IN VARICOSE ULCER 


To the Editor: Anyone who has had much experience 
with gentian violet therapy for varicose ulcers has found 
it a messy procedure to which many patients object owing 
to soiling ot their hands, clothes, bed linen, and so forth. 
After a year’s experience in the Vein Clinic of the Mass- 
achusetts Memorial Hospitals it was found that the usual 
2 per cent aqueous solution gave a satisfactory eschar only 
in about half the cases, because of the exudation of serum 
and tissue fluids, and the rapid washing-away of the dye. 
It was felt that a more rapidly drying solution would be 
of benefit. Therefore, a 10 per cent solution in acetone 
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was made up. This solution is 10 per cent by weight and 
is practically a saturated solution. It requires twenty- 
four hours of standing or several hours of occasional vig- 
orous shaking to get the dye into solution. 

This dye solution has been found to be a great improve- 
ment because it can be applied every minute or two in the 
clinic until a firm eschar has been formed; it is more pene- 
trating; it does not stain so readily; the eschar can be 
easily reinforced. It has, however, one disadvantage—it is 
quite painful, for the first few applications, if applied to 
a fresh sensitive ulcer. In the chronic, indurated ulcers 
it works best. 

To those using gentian violet eschars for ulcer treatment 
I strongly recommend this acetone solution. The routine 
followed is this: clean out the debris, old scab and exudate 
from the ulcer with soap and water; dry thoroughly; ap- 
ply peroxide of hydrogen; dry; after being well dried, 
keep applying the gentian violet solution until a thick 
eschar is formed—the solution should dry almost instant- 
ly. No bandage is applied over the scab. The ulcers are 
inspected weekly, and if the eschar has become loosened, 
it is pried off and a new one started. The time required 
to heal the ulcers in this manner varies, as with the aque- 
ous solution, from six weeks to several months. Vein in- 
jections are carried out concurrently unless there is an 
associated phlebitis when treatment is started. Enough 
cases have been reported by others to establish the value 
of gentian violet as a therapeutic agent; suffice it to say 
that we have found it entirely satisfactory in about fifty 
ulcer cases. 


Department of Surgery, 
Massachusetts Memorial Hospitals, 
Boston, Mass. 


L. Born, M.D. 


VACCINE PRESERVATIVES 


To the Editor: In my article on “Neurologic complica- 
tions following the administration of vaccines and 
serums,” appearing in the Journal, May 13, 1937, I listed 
several typhoid vaccines as containing a phenolic com- 
pound as a preservative and included that produced by 
Eli Lilly and Company. Dr. E. G. Stewart of this con- 
cern kindly informs me that while Lilly’s Typhoid H 
Antigen is preserved with phenol, it is used, not for ty- 
phoid prophylaxis, but nonspecifically. Their prophylac- 
tic typhoid vaccine is preserved with merthiolate. The 
Lilly products which are preserved with phenolic com- 
pounds are: Rabies Vaccine, Typhoid H Antigen, Sauer 
Pertussis Vaccine, and Insulin. 


Leon J. Rosinson, M.D. 
Monson State Hospital, 
Palmer, Mass. 


RECENT DEATH 


MacNEIL—Cuartes S. J. MacNem, M.D., died at his 
home, 143 Main Street, Malden, June 29. He had been 
ill with pneumonia for more than a week. He was 
fifty-seven years of age. 

Born in Goldboro, Nova Scotia, in 1896, he came here 
and studied for a time at Tufts College, later entering 
Baltimore Medical School, where he received his M.D. 
degree in 1909. He practiced in East Boston for a short 
time, moving in 1910 to Malden. 

Dr. MacNeil was a staff member of the Malden Hos- 
pital, Melrose Hospital and the New England Sanitarium. 
He was a member of the Masonic Order, Odd Fellows, 
Moose and Shriners and belonged to the American Medi- 
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cal Association, the Massachusetts Medical Society and the 
Malden Medical Society. 

His widow, Mrs. May J. H. MacNeil, and two sons, 
Charles S. J. MacNeil, Jr., of Dayton, Ohio, and George 
B. MacNeil, of Malden, survive him. 


REPORTS OF MEETINGS 


HAMPDEN DISTRICT MEDICAL SOCIETY 


The annual meeting of the Hampden District Medical 
Society was held at the Hotel Kimball, Springfield, on 
Tuesday, April 27, Dr. P. E. Gear, the president, presid- 
ing. 

The regular business meeting and election of officers for 
the ensuing year was held, the following being elected: 
president, Allen G. Rice, of Springfield; vice-president, 
Patrick M. Moriarty, of Chicopee; secretary-treasurer, Her- 
vey L. Smith, of Springfield; commissioner of trials, John 
M. Birnie, of Springfield. 

The paper for the afternoon was given by Dr. Richard 
B. Cattell of the Lahey Clinic, Boston, on “Diagnosis and 
Management of Diseases of the Colon and Rectum.” Dr. 
Cattell emphasized the following warning symptoms: in- 
creasing tendency to constipation, which is more impor- 
tant than alternating constipation and diarrhea, as the 
latter occur in only | out of 5 cases; abdominal pain, which 
may be peristaltic, due to spasm or to involvement of 
nerves themselves by pressure, or serosal; and obstructive 
symptoms, which are equally common in diverticulitis 
and malignancy. Systemic symptoms are variable in their 
appearance, but loss of weight to the extent of 15 or 20 
pounds is fairly common; entire absence of systemic symp- 
toms suggests a benign lesion, such as mucosal polyp, 
which, however, may undergo malignant degeneration. 
Mucous polyps of the lower intestinal tract should be ful- 
gurated; the sigmoidoscope and rectal snare should be 
used. A palpable tumor is present in only one quarter of 
malignant lesions involving the large bowel. The ob- 
structive cases show the usual signs associated with that 
condition. 

Rectal examination is important in all cases involving 
the lower bowel and, combined with the use of the proc- 
toscope and sigmoidoscope, should result in a correct diag- 
nosis in 75 per cent of cases. Ulcerative colitis begins in 
the large bowel in 90 per cent of the cases. Sigmoid- 
oscopic examination is done preferably at the first visit, 
without preliminary purges or enemas; this results in less 
distortion of the picture. X-rays with barium or contrast 
enemas are of great value in determining the condition of 
the bowel above the sigmoid. Biopsy is not really of great 
value, especially where the reports are negative; where 
other findings are persistent, exploration should be done. 
Localized ulcerative colitis (nontuberculous) which shows 
chronic inflammatory is amenable to operation, 
with resection of the diseased area. In diverticulitis, single- 
stage operations are dangerous and inadvisable. In the 
case of mucous polyps, it is advisable to resect the bowel 
relatively high. Resections must be done with regard to 
the anatomic blood supply, and the preferred locations 
were pointed out and discussed. Colostomies, which are 
frequently advisable, should be managed by training, by 
proper diet, by irrigation of the lower section and by ad- 
ministration of paregoric or deodorized tincture of opium 
if the discharge is too persistent. The wearing of ap- 
paratus is frowned upon. 

X-rays and motion picture films from the Lahey Clinic 
were shown by the speaker. 
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NEW ENGLAND SOCIETY OF PSYCHIATRY 


The annual meeting of the New England Society of Psy- 
chiatry was held at the Norwich State Hospital, Norwich, 
Conn., April 27. 

The winners of annual awards for the best papers em- 
bodying research in psychiatry completed during the year 
1936 were announced at this meeting, as follows: 

Julius Loman, M.D., for his paper, “Human craniover- 
tebral dynamics”; D. Rothschild, M.D., whose paper was 
entitled “Clinicopathological study of Alzheimer’s disease”; 
and Frederick Lemere, M.D., for “The significance of indi- 
vidual differences in the Berger rhythm.” 

Officers for the coming year were elected, as follows: 
president, Chester Waterman, M.D., superintendent of 
Norwich State Hospital, Norwich, Conn.; vice-president, 
Harlan L. Paine, M.D., superintendent of Grafton State 
Hospital, North Grafton; secretary-treasurer, George A. 
Elliott, M.D., assistant superintendent of Connecticut State 
Hospital, Middletown, Conn.; councilors: J. C. O'Neil, 
M.D., Vermont State Hospital, Waterbury, Vt., and Roy D. 
Halloran, M.D., superintendent of Metropolitan State Hos- 
pital, Waltham. 

The speaker was Dr. Edward J. Humphreys, of Letch- 
worth Village, Thiells, New York, director of research 
there, who spoke on “Present-day research trends in the 
field of human deficiency.” 


FAULKNER HOSPITAL CLINICAL MEETING 


The final clinical meeting for the season was held at 


the Faulkner Hospital on Thursday, May 6. 

The first case presented for clinicopathological discus- 
sion was that of a man 64 years of age. He had a his- 
tory of shortness of breath for some months. which was 
considered asthmatic in origin because of moderate eosino- 
philia and the clinical picture. Special studies to determine 
the etiolog} of the asthma had been negative. Nothing 
during his stay in the hospital seemed to relieve the dif- 
ficulty in breathing, and > finally died, apparently from 
exhaustion. 

From a clinical point of view, the short duration of the 
asthma was of interest and also the pulse rate, which did 
not become appreciably accelerated, although he died of 
exhaustion. 

At autopsy the striking feature was the marked increase 
in the size of the lungs, which collapsed with difficulty 
even after extensive handling. There was moderate hy- 
pertrophy of the right ventricle with slight dilatation of the 
right ventricle and right auricle. 

On histologic section, there were many patches of 
bronchopneuinonia, but the striking finding was the ob- 
struction of the medium and small bronchi with thick, 
tenacious mucous material, which contained many eosino- 
phils. The walls of the bronchi were infiltrated with these 
cells. No appreciable hypertrophy of the musculature of 
the bronchial wall was present. This actual obstruction of 
the bronchi is a finding that has been reported in fatal 
cases of asthma. It is interesting to speculate whether 
the ordinary nonfatal attack of asthma is due to actual 
mucous obstruction to the small bronchi, to spasm of the 
musculature of the bronchi, or, as some have suggested, 
to a localized edema. 

In view of the speed with which some asthmatic at- 
tacks subside, it is hard to believe that the attack of 
asthma can be due to mucous plugs of this type. It is 
possible that these fatal cases of so-called asthma may be, 
in reality, some peculiar inflammatory condition of the 
smaller bronchi different from the pathology of nonfatal 
attacks of asthma. 
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The second case was that of a woman, 32 years of age, 
who came into the hospital with a complaint of intractable 
headache. She had been studied from the point of 
view of brain tumor and renal insufficiency, neither of 
which was present. The findings were consistent with 
those of malignant hypertension. Her blood pressure dur- 
ing her stay in the hospital ranged from 240 to 290 systolic 
and from 150 to 180 diastolic. There was some excess of 
hair on the extremities, and other signs were present which 
were more suggestive of the maie than the female. Her 
heart was somewhat enlarged, and there was a systolic 
murmur all over the precordia. The clinical pathology, 
except for a large trace of albumin in the urine with an 
appreciable number of red blood cells in the sediment, was 
essentially negative, and the renal function was satisfac- 


tory. 

She died rather suddenly 3 days after admission to the 
hospital. 

The autopsy showed that the immediate cause of death 
was cerebral edema with a cerebellar conus. There was 
moderate cardiac hypertrophy. The interesting feature 
was the vascular lesion, which was distributed generally 
throughout the body and which consisted of a necrotizing 
arteriolitis with thickening, hyalinization, necrosis, hemor- 
rhage and fibrin deposits in the walls of the small arteri- 
oles. The reason why the renal function was satisfactory 
was that only certain of the arterioles in the kidney were 
involved; there was apparently enough normal tissue to 
carry on the function. These lesions were found in the 
blood vessels of the kidney, pancreas, duodenum, spleen, 
adrenal and gall bladder. It is considered unusual for 
lesions of this type to appear in arterioles of the gall blad- 
der. The etiology of this acute lesion in the blood vessels 
is obscure. In some ways it is suggestive of the lesions 
seen in the larger arteries in periarteritis nodosa. It is 
quite a different lesion from that seen in essential (benign) 
hypertension, and it raises the question whether these two 
diseases are not quite independent of each other rather 
than malignant hypertension being a much more severe 
process of the same type as essential hypertension. 

Following the presentation of these 2 cases, Dr. Regi- 
nald H. Smithwick gave an interesting talk on “The sur- 
gical treatment of hypertension.” His talk was illustrated 

with charts and schematic drawings demonstrating the 
theories upon which the operations are performed and 
some of the technic. He first showed what could be ac- 
complished in the early stages of Raynaud’s disease by 
denervation of the arteries to the extremities and empha- 
sized the importance of surgical interference in such cases 
before organic changes had developed in the blood ves- 
sels. He showed pictures demonstrating the calcium de- 
posits which develop in the terminal phalanges in cases 
of repeated vascular spasm. The aim at present in hyper- 
tension is to attack the blood vessels in the splanchnic area 
with the hope of producing arterial relaxation rather than 
to attack those in the extremities, as is tried in Raynaud's 
disease. He emphasized the importance of interrupting 
the nerve paths that go to the blood vessels before they 
pass through the sympathetic ganglion rather than after, 
because it has been shown that in the former instance the 
effect upon the blood vessels is more lasting, while in the 
latter the effect is temporary. The reason for working on 
the splanchnic area is that the nerves from this area con- 
trol the arteries which supply the biggest reservoir of 
blood in the body. 

He discussed different types of operations affecting the 
spasm of the arteries and stated that bilateral subtotal 
adrenalectomy, in his opinion, was of no value. The op- 
eration that he recommends consists in reaching the sym- 
pathetic nerves going to the splanchnic area before they 
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reach the celiac plexus. He reaches these nerves above 
diaphragm extrapleurally. The operation is done in 


stages. There should be no operative mortality. In his. 


52 cases, there was only one fatality and that was in 
of the early and more serious cases before the technic 
perfected. 


In trying to evaluate his clinical results, he has divided 
hypertension into four groups: early, moderate, late and 
malignant cases. The results have been most satisfactory in 
the early and moderate cases, but, even in the late and ma- 
lignant cases, he feels that symptomatic improvement, es- 
pecially in regard to relief from severe has been 
appreciable. He feels that the operative procedure has 
reached the stage where it is a proper procedure to offer 
a patient who has benign or malignant hypertension. To 
the uninitiated, like the reporter, there arises some doubt 
in regard to the accuracy of always reaching just the 
nerve filaments sought, and also there is considerable skep- 
ticism in regard to influencing a case in which there is a 
diffuse wascular lesion, such as was demonstrated in the 
second of the 2 cases presented above, by operation upon 
the sympathetic nervous system. 

Dr. Smithwick was modest in his claims, and the value 
of this operative procedure for essential hypertension will 
undoubtedly have to be settled at some future time. 
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CaLenpar oF Boston District ror THE WEEK BEGINNING 
Monpay, Jury 12 


Saturpay, Jury 17— 


*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Robert T. Monroe. 

*Open to the medical profession. 

Serremeer 13-17—Fifth International Congress of Radiology. P. 709, 
issue of April 22. ” 
Octoser 5-8—American Public Health Association meeting. New York 
a 3, Chicago. Page 722, issue 


we = 20, 21—Academy of Physical Medicine. Page 723, issue of 


Ocroser 25-29—American College of Surgeons. Chicago, Illinois. 


Novemsper 1-12—1937 Graduate +? of the New York Academy of 
Medicine. Page 1000, issue of June ” 


4-8, 1938—The Page 41, issue of 
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Tredgold. 556 pp. Sixth Edition. Baltimore: William 
Wood & Company, 1937. $7.50. 

Elements of Orthopaedic Surgery. N. Ross Smith. 246 
pp. Baltimore: William Wood & Company, 1937. $4.00. 

Diseases of the Nose, Throat and Ear. A Handbook for 
Students and Practitioners. I. Simson Hall. 423 pp. 
Baltimore: William Wood & Company, 1937. $4.00. 

The Basis of Clinical Neurology. The Anatomy and 
Physiology of the Nervous System in Their Application to 
Clinical Neurology. Samuel Brock. 360 pp. Baltimore: 
William Wood & Company, 1937. $4.75. 

A Brief Outline of Modern Treatment of Fractures. 
H. Waldo Spiers. 137 pp. Second Edition. Baltimore: 
William Wood & Company, 1937. $2.00. 


A Layman’s Hanpsook oF Mepicine. With Special Ref- 
erence to Social Workers. Richard C. Cabot. Re- 
vised Edition. 541 pp. Boston and New York: 
Houghton Mifflin Company, 1937. $2.50. 

This new edition of Dr. Cabot’s book will undoubtedly 
be studied by many social workers and others who wish 
to gain a general knowledge of the subject of medicine. 
Therefore the reviewer has attempted to form an estimate 
of the grasp of the subject to be obtained from this book 
by readers who have no previous knowledge of medicine. 
At once it is evident that the volume is remarkable 
for the ease with which it may be read consecutively, 
in no great number of sessions, from beginning to end. 
And from such a reading there may be gained infor- 
mation upon nearly every disease of medicine, surgery 
and the specialties. Yet when one realizes the lack of 
background with which many readers will approach these 
matters, a certain doubt exists whether some, using their 
understanding of the text as a basis, may not be led to 
draw unsafe conclusions. The facility of statement has 
been secured at the cost of oversimplification and by broad 
generalizations, some of which, especially if quoted out of 
their context, may the social worker into controversy. 
Thus, in recommending this book to lay readers it will 
be well to point out that it is to be regarded as a sketch 
of the subject, drawn from the personal perspective of the 
author, rather than as a chart for safe navigation among 
hidden dangers. Viewed in this light, however, it is a 
truly netable acconyplishment in clear and vivid inter- 
pretation. 

Mopvern Discoveries 1N Mepicat Clifford 
Allen. 280 pp. London: Macmillan & Co., Ltd., 
1937. $2.75. 

This volume is chiefly devoted to a history of the de- 
velopment of modern psychopathology, in which particu- 
lar emphasis is placed upon the discovery of the uncon- 
scious and the part played by unconscious thinking in the 
causation of the psychoneuroses. It is pointed out by the 
author that there have been three chronologic stages in 
the evolution of the science of psychopathology. The 
first stage was one of the accumulation of facts, as shown 
in the work of Mesmer in the study of hypnosis. In the 
second stage, these accumulated facts were subjected to 
a critical examination on the structure of consciousness 
by Janet, and Morton Prince investigated the dissociation 
of personality. The third stage had a dynamic approach 
—the deduction of laws and the prediction of events from 
these laws in the development and discoveries of psy- 
choanalysis by Freud. It was in this latter stage that the 
concept of the unconscious changed from a static to a 
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dynamic description which explained the motivation of 
the polymorphous symptoms of the neuroses. 

The volume is written in a clear and direct manner and 
each step in development, each new discovery, is defi- 
nitely correlated with antecedent investigations. Begin- 
ning with Mesmer and the discoveries of hypnosis, the 
subsequent chapters discuss the work of Janet, of Prince 
and of Freud, the further discoveries of psychoanalysis, 
its offshoots by Adler and Jung and, finally, the work of 
Kretschmer on the relation of body and mind and the 
investigations of Pavlov on the poe r-eenll of the mind. 
The various theories are discussed critically but impartially 
with a wealth of illustrative material. 

The volume is the best of its kind which has come to 
the reviewer's attention and can be unhesitatingly recom- 
mended, not only to the specialist in psychiatry, but also 
to the general practitioner. In it the physician will find 
a vivid and convincing discussion of those psychosomatic 
problems which occur in everyday practice and which are 
so frequently misunderstood because of a lack of knowl- 
edge of the dynamic power of the unconscious in produc- 
ing not only the neuroses Sue bet also their various physical 
manifestations. Here and there are scattered 
therapeutic hints, not for an unscientific, optimistic psy- 
chotherapy, but for a sound psychotherapy based upon the 
part played by unconscious conflicts in the motivation of 
symptoms. 


Synopsis or Ano-Rectat Diseases. Louis J. Hirschman. 
an St. Louis: The C. V. Mosby Company, 1937. 
50 


Dr. Hirschman needs no introduction to those familiar 
with literature pertaining to the colon and rectum during 
the last thirty years. This new book of 275 pages, bound 
in red fabrikoid, comes as a sequel to the four editions 
of his “Handbook on Diseases of the Anus and Rectum,” 
= have appeared at intervals since 1909. 

though termed a synopsis, this book actually contains 
oma of importance in connection with the treatment, 
surgical and otherwise, of the affections of this section of 
the intestinal tract. With 174 illustrations and 6 colored 
plates to clarify the text there is a wealth of material 
crowded into a small book, and it is clearly expressed. 
There are sixteen chapters of which eleven deal with the 
usual diseases occurring in the anus and rectum except 
cancer, which is mentioned only incidentally. The book 
does not include any discussion of ulcerative colitis or 
the problems of colonic diverticula, being limited to the 
affections of the anus and rectum. There are separate 
chapters on “Anatomy,” “Symptoms Which Should Call 
Attention to the Rectum,” “Examination of the Patient,” 
“Anesthesia,” and “Limitations of Local Anesthesia and 
Office Treatment and Indications for Other Measures.” In 
addition to the usual indices, the author has also included 
a “Symptom Index” which should prove convenient to 
the reader. 

He has developed a number of instruments of which 
illustrations are shown and their uses explained. As al- 
ways, the technic of surgeons varies, but the results of 
properly performed operations should be quite uniform. 

The author uses local anesthesia more generally than do 
many other surgeons, though he emphasizes its limitations 
in the more complicated fistulas, larger abscesses and cer- 
tain other conditions. He utilizes one of several types of lig- 
ature operation for hemorrhoids and condemns the clamp 
and cautery procedure. In some cases of obstinate constipa- 
tion with lack of peristalsis, he has succeeded in developing 
an urge for defecation by the repeated use of a rubber di- 
lating bag with which he produces a massage of the rec- 
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tum. In the tracing of fistulous tracts the use of a flexible 
silver probe is advocated. 

This book contains many ingenious and practical sug- 
gestions and should prove most useful to general practi- 
tioners and surgeons alike. 


Famity Cart of Mentar Patients. A Review of Systems 
of Family Care in America and Europe. Edited by 
Horatio = Pollock. 247 pp. Utica: State Hospitals 
Press, 1936. 


This book comes at an opportune time and its occasion 
is well set forth in the foreword: 
of institu- 


, the defective, the deli 


inquent 
and other classes meet the insistent demand for new 


institutioas, large building been 
cases when ordinary revenues failed to supply necessary recourse 
om fed ¢ to bond ies ssues. New institutions when ready for occupancy are 
idly filled, and the demand for additional accommodations continues. 


Naturally she question arises, Is there no way of escape from the heavy 
becoming more oppressive 


institutional burden that is now upon us and is 
year by year? 

A good case is brought out for family care; its suc- 
cessful operation and enthusiastic support are outlined in 
Belgium, Germany, Switzerland, Scotland, France and 
Hungary, as well as in the United States. All agree, first 
of all, that it has therapeutic advantages of a high order, 
secondly, that it is cheaper than institutional care and, 
lastly, that the money spent as well as instruction given 
is of tremendous advantage in communities in which pa- 
tients are 

Of particular interest is the chapter by Dr. Charles E. 
Thompson, superintendent of the Gardner State Hospital, 
East Gardner, Massachusetts. He gives an excellent sum- 
mary of the history of family care, quoting from the 
sagacious persons who interested themselves in the insane 
of this state a few generations ago. The name of Frank 
B. Sanborn is almost forgotten in conventional circles and 
yet his ringing words of wisdom appear to apply today as 
well as they did in the sixties. 

The description of the famous colony at Gheel is also 
to be commended. Tradition says that in the sixth cen- 
tury a shrine was developed there to which people went 
seeking cure for mental troubles. Gradually there grew 
up around the community a tradition of caring for such 

This was later formalized by the Belgium gov- 
ernment until now approximately three thousand 
are living there happily, economically and satisfactorily. 

The book should serve as a great stimulus to state hos- 
pital executives who so easily become conventional-minded. 
New ideas disturb their calm, and suggestions are apt to 
be looked upon as criticism. It almost seems as if a new 

should arise in Massachusetts to put once more a 
new stimulus into the movement for family care. 


The past two decades ha 
tional care of the mentally nt physically sick 
of dependents. 


A Hearty Epucation Worxsoox For TEaAcners, Par- 
eENrs, Nurses, AND Soca, Workers. Kathleen Wilkin- 
son Wootten. 292 pp. New York: A. S. Barnes & 
Company, 1936. $1.50. 


This work is a comprehensive syllabus on health ed- 
ucation. Though primarily designed for teachers in health 
education, it can be read with profit by other teachers as 
well. 

The objects of the work, as stated by the author, are: to 
present the meaning, aim and scope of health education; 
to awaken interest in personal, child and community 
health; to present accepted principles of health education 
in concise, simple and nontechnical language; to suggest 
courses of study to meet specific situations; to integrate 
the health program not only for the school period but for 
twenty-four hours of the day. 
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The work properly begins with the qualifications and 
training of health teachers, with a questionnaire as to the 
teacher’s knowledge and habits of personal hygiene. Then 
follow chapters on: the parent's part in health education; 
the location, construction and equipment of schools; 
healthful school programs; special schools and classes for 
handicapped children; school feeding for child health; 
safety education; the physical education program; play. 

ground and extracurricular activities; the use of leisure 
ie | healthful purposes; school control of communicable 
diseases; the remediable defects of school children. 

Other chapters relate to mental hygiene, speech de- 
fects, sex hygiene, posture, os in physiology and 
methods in health education. Each chapter closes with a 
list of useful reference books and articles on the material 
dealt with. 

Although this book, on the whole, is somewhat in the 
nature of a counsel of nevertheless it integrates 
in a commendable manner the field of health education, 
both for teachers and students, 


Autopsy Diacnosis TECHNIQUE. 
cal students, practitioners, pathologists a 
physicians. Otto Saphir. 342 pp. New York and 
London: Paul B. Hoeber, Inc., Medical Book Depart- 
ment of Harper & Brothers, 1937. $5.00. 


This book is designed as a manual of autopsy technic 
and diagnosis for the use of students. It describes in de- 
tail one method of performing autopsies in which the 
organs of the thorax and a are removed en masse 
and then dissected and opened. The various steps are 
well described and illustrated. 

Accompanying this autopsy technic the various points 
in differential diagnosis which may arise in connection 
with the organs and tissues removed are discussed and 
numerous tables given to emphasize these points. This 
discussion is not intended to be and cannot be used as a 
substitute for a general textbook of pathology but as a 
supplement to such a book so that a general knowledge 
can be applied to the specific findings at autopsy. 

In addition to these features the problems related to 
the obtaining of autopsy permissions are discussed. At the 
end of the book is a very complete tabulation of the weights 
and measurements of the various organs in the body both 
in the adult and in children. 

The book is well written and well illustrated. It should 
prove very valuable to students during their postmortem 
work in pathology. It should also be of great assistance 
to physicians who are called upon from time to time 
to perform postmortem examinations or interns starting 
a pathological appointment. The various tables are use- 
ful to any person working in pathology. 


PracticaL EXAMINATION OF PERSONALITY AND BEHAVIOR 
Disorvers. Adults and Children. Kenneth E. Appel 
and Edward A. Strecker. 219 pp. New York: The 
Macmillan Company, 1936. $2.00. 


The authors state that this book “may be thought of 
as a laboratory manual similar to those used in other 
branches of medicine.” Examination of the book dis- 
closes a series of examination blanks used for checking 
the results of various psychiatric examinations and men- 
tal tests conducted on adult and child patients. The book 
contains no detailed instructions as to how the informa- 
tion on the various topics is to be elicited. Using the 
authors’ analogy of a laboratory manual, it is as though 
a manual on clinical pathology listed the chemicals or the 
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apparatus used, but left out instructions as to how the 
tests were to be . The short chapters on “The 
Art and Practice of Psychiatric Examination,” “Further 
Aids to Arco Study of a Child,” and the material 
copied from Dr. Thom’s pamphlet on “Habit Training” 

are excellent, but more than half of the book consists of 
blanks. Forms are presumably necessary in the conduct 
of a busy clinic, but are best kept in the background in 
the education of students. These particular blanks should 
be consulted if anyone is constructing schedules for clinic 
or hospital, but they are piled into the book without prun- 
ing or attempts at synchronization or removal of overlap- 
ping material. Separate chapters deal with mental and 
with psychiatric examinations. Toward the end of the 
book the reader is given a list of several hundred words 
used in psychiatric teaching and is told that the definitions 
of these terms may be found in a half dozen books which 
are named. In spite of the excellent advice to the contrary 
given in the opening chapter, the reader of this book is 
likely to leave it with the belief that psychiatry is to be 
learned by the filling in of long, detailed forms. 


— or Patnotocy. Sir Robert Muir. Fourth Edi- 
pp. Baltimore: William Wood & Com- 
pene 1936. $10.00. 

The fourth edition of Sir Robert Muir's “Text-Book of 
Pathology” emphasizes the continued popularity that this 
book has enjoyed, largely in England and in Canada. 

While the classifications vary in some details from those 
much to recommend them. The discussions are clear, the 
arrangement logical. There is a rather sketchy section of 
approximately 100 pages covering salient points in the 
field of the nervous system. In the section on the 
is included much of the material relegated to the texts on 
clinical pathology according to American usage. The il- 
lustrations are well chosen, small but adequate. 

One feature of most American texts which is missing 
here is the presence of references to the literature, which 
is frequently very helpful to both the student and the 
practitioner who further help on a given problem. 
While this book will probably not displace any of the 
American texts, it is very definitely better in the reviewer’s 
opinion than several of those in current use. 


Sare THe Turee Essentiats. 1. Round Brim. 
2. Flexible Joints. 3. Natural Posture. Kathleen Olga 
Vaughan. 154 pp. Baltimore: William Wood & 
Company, 1937. $3.00. 

This monograph, with an enthusiastic but somewhat 
noncommittal foreword by Dr. Howard Kelly, presents 
the author’s theory of the causes of difficult parturition. It 
is based upon her extensive obstetric experience in the 
British Isles, in Egypt and in the Orient. In her belief, 
the causes of dystocia are chiefly three:—the oval (flat) 
brim, rigidity of the pelvic joints, and incorrect (dorsal 
or lateral) posture during delivery. The first two, she 
believes, are the result of faulty diet and civilized habits 
of inactivity, especially in the sitting position. The posture 
which she recommends for parturition is that employed 
by most primitive peoples—squatting or kneeling. 

Doubtless, the human species has to pay its penalty in 
parturition as in other respects for the advantages of civ- 
ilized living. Whether these penalties could be avoided 
bv return to more primitive methods is perhaps question- 
able. The weakness of the author’s arguments is 
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she merely cites striking instances without arraying in- 
controvertible statistics. When she tells us that “ten inch- 
es is the maximum in America” for the height of the heels 
of women’s shoes, one is tempted to query the accuracy 
of some other statements. Doubtless, one can form a 
shrewd surmise of a patient's general physical status by 
inspection of her gait, posture and teeth; but one does 
not wish to substitute these indicators for more reliable 
determinations of pelvic capacity. It would be difhcult, 
though doubtless not impossible, to combine asepsis with 
the postural methods of delivery which this volume seems 
to advocate. 

As a matter of fact, dystocia has always existed even in 
the most primitive races and has been one of the methods 
by which natural process has eradicated inadequate types. 
Certainly there is no evidence, as the author seems to 
suggest but does not prove, that the increase (?) of feeble- 
mindedness in modern times is due to increasing dystocia. 
Survival must always be a matter of constant adaptation 
to changing conditions, and it is the very nature of living 
organisms to accomplish this adjustment, in spite of ap- 
parently insuperable difficulties. We are left unconvinced 
by the author’s discussion that the problem of dystocia is 
any worse today than it has ever been, though it presents 
itself in a different form. Declining birth rates are due 
not to inability but to unwillingness to bear children. 


Tue Toxarmias oF Pregnancy. Dame Louise Mcllroy. 

Ay Baltimore: William Wood & Company, 1936. 
This is a very comprehensive study of an important sub- 
ject. With but few exceptions the important literature is 
reviewed and discussed. In this connection it is regret- 
table that no mention is made of the fact that Hurwitz, 
Bullock and Byron were unable to confirm the work of 
Anselmino and Hoffman on the influence of the anterior 
pituitary. In general the book presents a summary of the 
various opinions concerning the etiology, treatment and 
prevention of toxemia. In a controversial subject of this 
sort, one might question the wisdom of publishing a book 
on the subject. However, the author answers this point 
by suggesting that while nothing new has been added, 
the gaps in our knowledge have been indicated. In this 
respect the book will serve as a useful reference volume 
as well as a stimulus to workers in this particular field. 
On the other hand, the lack of personal discussion and the 
multiplicity of various opinions may make the book of 
but limited use to the general practitioner of obstetrics. 


For THE CLINICIAN. Milton Arlanden Bridges. 
Third Edition, Thoroughly Revised. 1,055 pp. Phila- 
delphia: Lea & Febiger, 1936. $10.00. 


This is a carefully prepared and thorough presentation 4 


its subject. It begins with a description of the processes 
digestion, of foods, and of food requirements with ade- 
quate consideration of vitamins, purins, cholesterol and 
mineral salts and the acid-base balance. Most of the book 
consists of detailed descriptions of diets appropriate in par- 
ticular diseases and conditions in alphabetical order—first 
those of adults and, then, those of infants and children. 
Finally, there is an appendix containing tables, recipes and 
an extensive bibliography. All that is given is in a 
with generally accepted principles and in such form as to 
be communicated directly to the individual patient. While 
perhaps the book sets a standard of explicitness which the 
clinician will find difficult to transmit without loss and 
which many patients are not qualified to profit by, it can 
be recommended highly. 
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